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HE thesis for our discussion poses a ques- 

tion of, “What should be done for patients 
with acute cholecystitis?” This problem has giv- 
en rise to so many heated discussions and such 
widely differing conclusions have been reached, 
that perhaps it would be well to try to define what 
we mean by the term “acute cholecystitis” before 
we attempt to answer the question. 


Definition 


It is necessary to realize that the term “acute 
cholecystitis” is a label applied to a disease proc- 
ess which varies with each patient and con- 
stantly changes in the same individual. The path- 
ologic changes and the associated physiologic dys- 
functions are invariably kinetic and never static. 
Such an approach to our problem carries the 
implication that few invariant rules can be laid 
down for the proper course to be followed in 
the treatment of each individual disease process. 
The time is probably very remote when fixed rules 
of procedure will supplant the surgical judgment 
of the experienced clinical surgeon. 

Purpose of Reviewing 500 Cases.—It would 
seem that an analytical review of a large number 
of cases of this disease should yield some use- 
ful suggestions in determining the proper man- 
agement of individual cases. Therefore, my co- 
workers and | have made a study of 500 cases 
of “acute cholecystitis” admitted to the Cook 
County Hospital in 1939, 1940 and the first four 
months of 1941. In the selection of these cases 
we used not only those which were admitted in 
an acute attack, but also included fifty-five pa- 
tients who gave a history of having had previous 


*Read before the Duluth Surgical Society, Duluth, Minnesota, 
May 23, 1941. 
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acute attacks, although on admission the condi- 
tion was not acutely active. If we agree that gall- 
bladder disease is a changing dynamic process, 
either growing progressively worse or tempo- 
rarily receding, we should have as much concern 
with those patients who have experienced and 
recovered from previous acute attacks as we have 
with those admitted to the hospital while suffer- 
ing from such an episode. 


As we have considered it, then, acute cholecys- 
titis is a descriptive term given to varying degrees 
of acute inflammation of the gall bladder. The 
inflammatory changes found in our patients re- 
vealed many histological alterations which were 
obviously recent. Yet almost uniformly these 
were superimposed on chronic changes in the 
gall bladder, its closely related biliary tract, and 
the liver. 


Pathogenesis 


Attention has been called repeatedly to the 
paradoxical fact that so few pathogenic bacteria 
are found in the walls or contents of acutely in- 
flamed gall bladders. The frequency of sterile 
inflammation and the degree to which it may 
progress without becoming secondarily infected 
are moot questions. Nevertheless, this chemical 
inflammation can be almost as devastating as a 
bacterially initiated one. 


On examination of the surgical and pathologic 
reports in our series we found that slightly more 
than 80 per cent of the patients operated upon 
exhibited gallstones. A somewhat higher inci- 
dence is reported in most statistical studies. Foss 
and Lillie’ and Berk! report 92 per cent; Wal- 


ters’? gives a figure of 89 per cent. In 8 per 
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TABLE I. CORRELATION BETWEEN PATHOLOGIC 
CONDITION FOUND AT OPERATION AND 
TEMPERATURE, PULSE RATE AND WBC. 








Operative 

pathologic Temperature | Pulse rate | WBC above 

condition above 100 | above 100 10,000 
Perforation 76% 50. % 86. % 
Gangrene 57% 33. % 85.7% 
Empyema 66% 23. % 73.3% 
Acute 

suppurative 50% 42.8% 57. % 

Acute 50% 34.7% 61. % 














cent of the operative cases in our series there 
was no report as to whether or not stones were 
present in the gall bladder. 

In those cases with calculi one is impressed 
with the frequent occurrence of a mechanical ob- 
struction due to the impaction of a stone in the 
neck of the gall bladder or in the cystic duct. 
Here we find a mechanism which quite regularly 
initiates a chain of destructive processes. In any 
hollow viscus, obstruction plus secretion leads to 
a luminal distention, which continues until the se- 
cretory pressure of the lining cells is reached or 
exceeded. When this level is attained, it is at 
or near the level of the arteriolar and capillary 
pressure of the vessels which maintain the vital- 
ity of the walls of the obstructed viscus. In some 
instances areas of focal necrosis develop, and 
these may extend and coalesce until the walls 
are widely devitalized. Even before frank rup- 
ture occurs, these walls become as permeable as 
an inert membrane, so that chemicals, toxins and 
even bacteria may filter through them in either 
direction. In some instances this permeability of 
the devitalized gall-bladder wall permits bile to 
filter out into the free peritoneal cavity, where it 
may set up a local or diffuse peritonitis. In our 
study there were fourteen cases in which free 
fluid was found in the peritoneal cavity, although 
there was no evidence of perforation of the gall 
bladder. 


Symptoms 


In the recent literature on acute cholecystitis 
we find some authors stating what combination 
of symptoms and laboratory findings can be re- 
lied upon as an indication of the necessity for 
surgical intervention. A leukocytosis, a rising 
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temperature and an increasing pulse rate have 


been particularly emphasized.’ On the other 
hand, many investigators state that the clinical 
picture is a very inadequate guide to the path- 
ologic changes which may be found at oper- 
ation.» 


We have found that the onset of the attack is 
not usually accompanied by an appreciable rise 
in temperature or a marked leukocytosis, so that 
the condition may become very serious before 
these objective symptoms appear. This situation 
may be summarized as follows: 


Percentage showing 


Percentageof symptoms within 


total (500) hours 
WEC above 10,000 49.2 (246) 17. (41) 
Temperature above 100 23. (116) 21. (24) 
Pulse above 100 20. (100) 22. (22) 


The correlation which we found to exist be- 
tween the pathologic condition seen at operation 
and the temperature, pulse rate and white cell 
count is shown in Table I. 


In the case of perforation, gangrene, and em- 
pyema we found the correlation with the tem- 
perature and leukocyte count to be fairly con- 
stant; but from the figures we obtained it would 
not appear that these signs can be too implicitly 
relied upon. 


Pain at some time during an attack seemed to 
be an almost universal symptom; 99.6 per cent 
of the patients we studied had severe pain with 
their attacks. Forty per cent of these had a 
colicky type of pain. Only one patient, who in- 
cidentally was found at operation to have an 
empyema of the gall bladder, gave a history of 
no pain. One other patient was moribund when 
admitted and no history was obtained before he 
expired. At autopsy he was found to have a 
perforated gall bladder with a diffuse peritonitis. 
Tenderness in the right upper quadrant was al- 
most as invariable a symptom as pain; 95.2 per 
cent presented this condition. Ninety-one and 
eight-tenths per cent of the 500 patients. had 
nausea, and 86 per cent vomited with their at- 
tacks. Thirty-eight and four-tenths per cent of 
the patients in our series were either jaundiced 
on admission or gave a history of having pre- 
viously been jaundiced. Eighty-three per cent of 
the patients operated upon and who were jaun- 
diced had stones. All of the patients who ex- 
hibited calculi in the common duct were jaundiced 
on admission. In 38.8 per cent of the cases a 
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rigidity of the upper abdomen, ranging from 
slight to severe, was found, and in 29.6 per cent 
a mass was palpable in the region of the gall 
bladder. The correlation between these two phys- 
ical findings and the pathologic condition revealed 
at operation is shown in Table II. 

When a patient presents a combined picture 
of rising temperature, an increasing leukocytosis, 
marked muscular rigidity and tenderness, an 
extremely grave situation, of course, is suspected. 


Dangers of Perforation 


It has too often been assumed that perfora- 
tion of the gall bladder is so rare an occurrence 
as to be a negligible consideration. However, 
recent statistical studies have shown that the 
possibility of a rupture of the gall bladder is not 
to be dismissed lightly. Edwards, et al.,* who re- 
cently reviewed 194 cases of acute cholecystitis 
proven either by operation or autopsy, showed 
that perforation of the gall bladder into the per- 
itoneal cavity occurred in twenty-one patients, a 
percentage of 10.82, with a mortality of 28.59 per 
cent in those who perforated. Eiss* gives figures 
on 574 cases, in 9.2 per cent of which perfora- 
tion occurred, with a 35 per cent mortality in the 
patients who perforated. Heuer’? has combined 
figures from 35,000 cases in which there was a 
20 per cent incidence of perforation with a 10 
per cent mortality. In our series, fourteen of the 
216 operated cases (6.9 per cent) were found to 
have an acute perforation of the gall bladder, and 
six of these died (42.8 per cent). ,Two patients 
who died without operation were also found at 
autopsy to have a perforation. Thus, in a total 
of sixteen acute perforations there was a 50 per 
cent mortality. 

Such a dangerous possibility must always be 
kept in mind when considering the management 
of an acute cholecystitis. The problem in cases 
where impending or actual perforation is sus- 
pected is that of deciding on the extent of im- 
mediate operative interference and of giving the 
patient careful pre-operative and postoperative 
care. With this statement very few could take 
exception. 

In view of such dangers, it might be asked, 
when are we, if ever, justified in delaying oper- 
ation in acute gall-bladder attacks? 


When to Operate? 


Radical versus Conservative Treatment.—Sur- 
gical opinion on the management of acute chole- 
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TABLE II. CORRELATION BETWEEN PATHOLOGIC 
CONDITION AT OPERATION AND THE PRESENCE 
OF RIGIDITY AND MASS IN THE RIGHT 
UPPER QUADRANT OF THE ABDOMEN 








Operative pathologic condition | Rigidity Mass 
Empyema 30. % 65. % 
Perforation and gangrene 51.8% 37. % 


Acute and subacute 61.2% 58. % 


Acute suppurative 30. % 30. % 
Hydrops 33. % 83.3% 
Common duct stone 25. % 18.7% 
Phlegmon 0 50. % 
Chronic 30. % 25. % 











cystitis today seems to be divided into two 
schools of thought. The so-called radical group 
plead for early operation in every case. Many of 
them suggest that acute cholecystitis is analogous 
to acute appendicitis. On the other hand there 
are many distinguished surgeons who are in- 
clined to a more conservative view, and suggest 
that watchful expectancy in some cases of acute 
inflammation of the gall bladder is not only ad- 
visable, but is followed by better results than 
would occur if the rule of early operation in all 
cases were invoked. These advocates of con- 
servative management point out glaring contra- 
dictions in the assumption that acute gall-bladder 
disease is analogous to an acute inflammation of 
the appendix. The arguments pro and con can- 
not be given in this paper. Approaching our 
problem with the recognition of the dynamic 
process character of the disease, we find that the 
solution is difficult because of our inability to 
correctly predict the outcome of a condition af- 
fording us such meager dependable data for con- 
clusions. 

It has been generally agreed that the safest 
time for emergency operation is within the first 
twelve to twenty-four hours of the attack. In 
order to accomplish this, a surgeon would need to 
serve only the most highly intelligent and thor- 
oughly codperative patients. The situation that 
actually exists in most surgical practices and 
services is not conducive to surgical intervention 
in the first few hours of acute attacks. In the 
majority of patients, biliary colics or postpran- 
dial distresses of varying degrees of severity are 
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common episodes. Seventy-five per cent of those 
in our study had had previous attacks for an av- 
erage period of three years. Such patients had 
been experiencing attacks ranging from slight 
postprandial discomfort to severe, disabling 
seizures. If the patient or the attending physi- 
cian could only know when the first symptoms 
were going to culminate in a violent attack with 
serious involvement of the biliary tract, such 
clairvoyance would undoubtedly lead the patient 
to submit himself to the earliest possible surgical 
intervention. If he has weathered one or more 
such episodes before, however, he will be in- 
clined to hope to do so again. Therefore, it is 
usually only after the patient is thoroughly con- 
vinced that the attack is not going to recede that 
he seeks advice. The delay may allow the disease 
process to advance to a critical stage before the 
surgeon is consulted. 

In our series 23 per cent came to the hospital 
within the first twenty-four hours of the onset 
of acute symptoms, and this figure probably is 
somewhat higher than would be found in a non- 
charity hospital. 

There may be instances of acute inflammation 
of the gall bladder occurring in very young per- 
sons in whom neither history nor associated find- 
ings suggest a previous disease of the biliary 
tract, but this may be regarded as the exception 
rather than the rule. In our study there were 
only 70 patients under thirty years of age. Of 
this group, only fifteen were admitted when hav- 
ing their first attack of gall-bladder disease. The 
remainder had been having attacks for an aver- 
age of 1.3 years. 


Such a situation as we have just discussed, in 
itself offers almost insuperable obstacles to the 
laying down of any rigid rules of conduct for 
either patient or surgeon. 

It is undoubtedly true that the acute attack 
does subside in many instances. Of the 500 cases 
reviewed, 216 (43.1 per cent) received operation, 
and 284 (56.9 per cent) were treated medically. 
Of these 284, 6.3 per cent refused operation, al- 
though it was recommended; and six others (2.1 
per cent) went home on release, though unim- 
proved. In other words, in about one-half of 
these cases the process did subside temporarily 
under a medical regime. In such instances, how- 
ever, the symptoms and signs usually abated 
within a short time after the onset. In the cases 
we studied the average hospital stay of the non- 
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operative patients was nine days, while there was 
an average delay of twenty days before operation 
in the 216 operative cases. 

It can scarcely be doubted that the most de- 
sirable time for gall-bladder surgery would be at 
a period when all acute symptoms have subsided. 
Among the fifty-five patients (25.4 per cent) in 
this study who had such “elective” operations, 
there were no deaths. The difficulties of the op- 
eration are greatly reduced. Cholecystectomy can 
be done more regularly, and the operation of 
cholecystostomy (which must so frequently be 
followed later by a cholecystectomy) does not 
have to be resorted to. Our records show that 
those patients who are “cooling off” have an al- 
most fifty-fifty chance of reaching a satisfactory 
quiescent state. This would offer some encour- 
agement to those who recommend the conserva- 
tive treatment in many acute gall-bladder condi- 
tions. 

The problem that every surgeon faces, how- 
ever, when confronted by an acute upper abdom- 
inal pain in a case where the gall-bladder is under 
suspicion, is the decision as to whether this is a 
time when the disease will subside with medical 
treatment, or whether surgical intervention is 
imperative. 


While we cannot presume to give a sharp an- 
swer to this problem, certain important factors 
emerge from our review which may be of some 
assistance in determining the wisest course to 
follow. 


Duration of Illness—The duration of the pa- 
tient’s illness must, of course, be taken into con- 
sideration. 


Many investigators have attempted to deter- 
mine the optimum time for operation after the 
onset of an acute attack. Table III sums up the 
relationship in our series between the mortality 
rate and the delay from onset of recent acute 
symptoms to operation. 

In a large series of operative cases (3,986), 
Heyd* has given figures to show that the safest 
time for emergency operation is within six to 
twenty-four hours after onset of the acute at- 
tack. In the group we have studied only three 
were operated upon within twenty-four hours of 
the onset of symptoms and none of them died. 
There was only one death among those operated 
upon within three days of the beginning of the 
attack. After three days the mortality rate rises 
rather sharply. 
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TABLE III. RELATIONSHIP BETWEEN MORTALITY 
RATE AND DELAY FROM ONSET OF ATTACK 
TO SURGERY.* 


TABLE IV. RELATIONSHIP BETWEEN AGE OF 
PATIENT AND MORTALITY RATE, TOTAL 


GROUP AND OPERATED PATIENTS. 





Deaths 





Delay from onset of 


attack to surgery Per cent 





Less than 1 day ‘ 1.8 0 
1 to 3 days 11.2 5.5 
4 to 7 days 12.5 20. 


8 to 14 days 17.5 : 17.8 


= 


15 to 21 days 17.5 


0. 
22 to 30 days 17.5 8.5 
6. 


1 to 2 months 19.3 16.1 


Over 2 months 2.5 50. 

















*Of the 216 operated patients, 161 were admitted in acute 
attack. In one instance of these 161 cases the time of onset 
was not given. Fifty-five were not in acute attack on admis- 
sion, but had had one or more previously. In this group there 
were no deaths. 


In the group of operative patients who died 
there was an average delay of twenty-four days 
from the onset of symptoms until surgery. In the 
operative patients who survived (excluding the 
55 elective operations), there was an average de- 
lay of eleven and one-half days from the onset 
of symptoms to operation. This is not very con- 
clusive, however, because the longer delay was 
given in the hope that the patient would be better 
able to withstand an operation. The shorter delay 
speaks for more tractable cases. 


Importance of Age of Patient.——A _ factor 
which must be considered in combination with 
the duration of the patient’s illness is his age. 
Some reports have stressed the severity of gall- 
bladder disease in younger patients, but our fig- 
ures show a higher mortality rate among older 
individuals, which rises proportionately with age. 
Table IV gives the relationship between the age 
groups and the mortality rate. 

Chronic disease processes in the liver, kidneys 
and lungs are less likely to be present in the 
young patient. The duration of symptoms refer- 
able to the gall bladder in the younger group of 
patients in our series was 1.3 years, while in the 
older group the average duration of symptoms 
was 3.8 years. In the younger individual there 
is usually a greater assurance of a sufficient liver 
function reserve to carry him through an acute 
gall-bladder attack and the emergency operation. 
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Total group Operative group 
(500) (216) 





Mortality 
Age of patient | No.| 9% % ut % 


Under 30 


Mortality 
% 





1.42 4.3 


30 to 50 53. 6.7 11.01 


Over 50 12.1 18.6 























The occurrence of an acute attack in the person 
of middle age and above, however, does not offer 
as definite an indication for emergency surgery. 
The patients in these age groups are prone to 
have chronic degenerative diseases of the liver, 
pancreas, kidneys, heart and lungs, and the path- 
ologic process in the gall bladder is more likely to 
have concomitant disease processes in the liver 
and the biliary tract. In thirty operative cases 
there was definite mention of a diseased liver 
and in thirteen instances a diseased pancreas was 
noted; twelve of these forty-three individuals 
died (27.9 per cent). The average age of these 
patients was fifty years and they had been having 
previous attacks for an average of three and one- 
half years. Just as treacherous is the presence of 
stones in the common bile duct. In our study 
such a condition was found in sixteen operative 
patients and seven of these died (43.7 per cent). 
All of them had been having gall-bladder attacks 
for two or more years. The average age of these 
patients was forty-five years. 

In such cases, before indulging in hasty surgi- 
cal intervention, a very careful evaluation of the 
risk must be made, followed by a thorough pre- 
operative preparation. If the patient is having an 
acute attack, one cannot and should not indulge 
in a series of tests and studies that have not been 
shown to be fairly dependable, nor should op- 
eration be delayed longer than needed for ade- 
quate preparation. 


Regimen for~ Management 


It would be well for every surgeon and every 
hospital to outline a thoroughly thought out re- 
gime for the management of acute cholecystitis 
cases. Adherence to such a regime should make 
for more efficient and accurate evaluation of 
each individual case and unnecessary delay may 
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be eliminated in those cases where emergency along fairly standard lines. As soon as the pa- tl 
operation is felt to be imperative. Adequate pre- tient is admitted, we carry out the usual blood t: 
operative and postoperative care can do much and urine examinations. If the patient is vom- n 














ADMISSION AND OPERATION AND IN RELATION TO MORTALITY 
Immediate operation* Delayed operation** Totals 
No.| % No. % No % 
Total patients 25 | 11.5 | Total patients 191 | 87.9 | 216 | 100 
this group this group 
Cholecystostomy 22 | 88. Cholecystostomy 29 | 15.1 51 | 23.6 
Deaths 4} 18.1 Deaths 8 | 27.5 12 | 23.5 
Cholecystectomy 1 4. Cholecystectomy t{ | 137 | 71.7 138 | 63.8 
No deaths Deaths 7 5.1 7 5.07 
Exploration only 2 8. Cholecystectomy and 
Deaths 1 | 50. exploration or 
drainage common 
duct 22 | 11.5 22 10. 
Deaths 7 | 318 7| 318 
Explore only 2 1.04 4 1.8 
Deaths 1 | 50. 2] 50. 
Drained abscess only 1 52 1 45 
No deaths 
Total mortality this Total mortality this 
group 5 | 20. group 23 | 12 


























* Twenty-four hours or less from admission to surgery. 
**Average delay (191 cases) of twenty days. 
tIncludes two partial cholecystectomies. 


tIncludes forty-three cases in which appendectomy was also done. 


No deaths in this group. 


TABLE VI. RELATIONSHIP BETWEEN OPERATIVE PATHOLOGIC CONDITIONS 
AND DURATION OF ILLNESS 





Conditions found at operation 
































Delay from onset of Peri- Common | Perfora- Acute Acute Phleg- Empy- 
attack to surgery |cholecystic} duct tion and | and sub- | suppura- | mon ema 
abscess stone gangrene acute tive 
cholecys- | cholecys- 
titis titis 
Less than 1 day 3 2 
1 to 5 days 2 9 5 2 5 
5 days to 1 week 3 2 7 
1 week to 3 weeks 1 2 6 19 3 1 7 
Over 3 weeks 4 14 6 7 1 1 1 
Totals i 16 27T 31 10 2 20 
Mortality percentage} 57.1 43.7 25.9 6.4 20. 100 30. 
“Includes three cases of perforation with pericholecystic abscess formation; all three died. 
tincludes four cases of chronic perforation. 


both to reduce the mortality rate and the inci- 
dence of debilitating complications. 
In my own service we are inclined to proceed 





iting, we immediately pass a Levine tube and 
begin continuous suction. Glucose is administered 
intravenously in 5 per cent solution in water at 
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the rate of about 500 c.c. per hour. Advantage is 
taken of this administration of glucose solution to 
make some estimate of the liver’s functional ca- 


1. Illustrating a technique for a penta cholecystectomy. a. 


Fig. 
bladder. b. The portion of the gall blad 





tr which is firmly attached to the 


employed in 88 per cent (22) of the cases. In 
the 191 operations which were delayed (for an 
average of twenty days), a cholecystectomy was 


deformed gall 
liver is not. dis- 


Shrunken 


turbed. The walls are trimmed off down to the cystic duct, into which a catheter is inserted down 


through to the common bile duct. 


A small iodoform gauze wick is brought out with the catheter. 
c. Showing falciform ligament attached to the lateral margin of gall-bladder edge. 


The wick 


and catheter are best delivered through a stab wound in the right subcostal area. 


pacity by testing the urine for sugar spill after 
each 500 c.c. flask. If the patient is a question- 
able risk, blood transfusion may be used. In 
every acute case donors are typed and matched. 
Intravenous administration of Vitamin C in the 
glucose or in salt solution is a routine procedure. 
The jaundiced patient presents a problem requir- 
ing special care. In the cases we studied, 56 per 
cent of those who died were jaundiced on admis- 
sion to the hospital. I have elsewhere discussed 
the preparation of the jaundiced patient for 
surgery.® 


Operative Procedures 


It is interesting to note that in the twenty-five 
operations done within twenty-four hours after 
admission to the hospital a cholecystostomy was 
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employed in 83.2 per cent of the cases. Table V 
shows the types of operation employed in rela- 
tion to delay between admission and operation 
and in relation to the mortality rate. The results 
in this table should be compared with those given 
in Table III where the relationship between mor- 
tality and the delay from the onset of the attack 
to operation is shown. No conclusions can be 
drawn as to the relative merits of cholecystos- 
tomy and cholecystectomy, because the former 
was almost always used in very serious cases. 
For example, cholecystostomy was done in twen- 
ty cases of perforation and gangrene, in ten 
cases of acute suppurative cholecystitis and 
seventeen cases of empyema. 

Partial cholecystectomies were used in only 
two instances in this series, but I have found 
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TABLE VII. RELATIONSHIP BETWEEN PATHOLOGIC TABLE IX. RELATIONSHIP BETWEEN OPERATIVE 
REPORTS AND MORTALITY COMPLICATIONS AND MORTALITY* 
Pathologic report No.| Per cent | No. died Per cent 
. nee Complication No.| Percent} No. died | died 
Chronic cholecystitis 16 as. 2 _— 
; ns Pneumonia 18 8.3 12 66.6 
Chronic cholecystitis and 
cholelithiasis 97 66.8 5 
=e Other pulmonary 
Acute cholecystitis 7 4.8 1 conditions 8 3.7 3 37.5 
Cholesteatosis 9 6.2 0 Peritonitis 12 5.5 9 75 
Chronic ulcerative Wound infection 25 | 11.5 a 16. 
cholecystitis 10 6.8 2 
; ee Evisceration 3 1.3 2 66.6 
Hemorrhagic cholecystitis 6 4.1 1 
Abdominal wall 
abscess 2 92 0 0 
TABLE VIII. PATHOLOGIC CONDITION OF OPERATIVE Cholangitis and - — 
jaundice 7 3.2 4 51.1 
AND NON-OPERATIVE DEATHS 
Biliary fistula 6 2.7 0 0 
Operative Non-operative Fecal fistula 2 92 1 50. 
Common duct stone 7 Perforation 2 Subphrenic abscess 7 32 3 28. 
Perforation 6 | Empyema 1 Hemorrhage and shock| 2 92 2 100. 
Empyema 5 Diabetes 2 Tleus 1 45 1 100. 
Acute suppurative 2 Hypertension and Toxic hepatitis and 
; heart disease : liver shock 3 1.3 2 66.6 
Acute inflammation 2 
Not known Parotitis 3 1.3 0 0 
Phlegmon 2 (no autopsy) 2 
Miscellaneous 6 2.7 3 50 
Hemorrhage* 2 
Gangrene 1 *Many patients had multiple complications. 
Chronic tf 1 Pathology 








*Due to accidents in cases of anomalous vessels. 
tEviscerated postoperatively. 


them of great value, especially where the gall 
bladder is very friable or necrotic in areas. This 
type of operation was recently described by 
Ritchie of Saint Paul.’ I have practiced the 
method for nearly twenty years and can recom- 
mend it in selected cases (Figure 1, a, b, c). 

In the elderly patient who presents a grave 
risk, we are inclined to use scopolamin and mor- 
phine as a preliminary narcosis and direct infil- 
tration local anesthesia. A very easy and ade- 
quate exposure can be had in these cases through 
a subcostal incision about one inch below and 
parallel with the rib margin. This affords easy 
access to the fundus of the gall bladder for drain- 
age, but should not be used, unless somewhat ex- 
tended, for cholecystectomy. 

In the postoperative care of these patients the 
value of glucose, sedation, oxygen and transfu- 
sion should be emphasized. 
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Pathologic Condition at Operation.—The more 
serious conditions found at operation are given in 
Table VI, correlated with the duration of illness. 

It is interesting to note in this table that per- 
foration and gangrene were found in 44.4 per 
cent of those patients operated within five days 
of onset of symptoms. 

Pathologic Reports—There was little corre- 
spondence between the condition found at opera- 
tion and the report of the tissue examined by the 
pathologist. Such reports were available in only 
145 of the 216 operative cases. This is partly 
accounted for by the fact that there was an un- 
usually high percentage of cholecystostomies in 
this series. Table VII presents the figures on 
such reports correlated with the number of 
deaths in each category. 


Mortality 


There was a mortality rate in these 500 cases 
of 7.8 per cent (thirty-nine deaths). Twenty- 
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eight of the 216 operated patients died, an opera- 
tive mortality of 12.9 per cent. The pathologic 
condition in the operative deaths and the condi- 
tions found at autopsy or believed to be the con- 
tributing factors in the non-operative deaths are 
given in Table VIII. 


Complications 


Table IX presents the incidence of operative 
complications and the mortality entailed with 
each. 


Summary 


The term “acute cholecystitis” is a rather in- 
definite clinical expression which has been used 
with a wide variation of implications by authors 
on this subject. The dynamic process character 
of the disease makes it impossible to lay down 
precise rules for “when to operate.” In consid- 
ering this problem, the duration of the illness and 
the age of the patient must especially be taken 
into account. If operation can be done within 
twenty-four hours of onset of the attack, or if it 
can be safely delayed until the acute attack has 
subsided, these would seem to be the optimum 
times for surgery. However, since the majority 
of patients have previously weathered acute at- 
tacks, and consequently expect to continue to do 
so, they rarely present themselves for treatment 
in the first hours after onset of symptoms. 
Therefore, it is seldom possible to operate very 


early in the attack. There are also many cases 
where it would seem to be extremely hazardous 
to wait for the acute process to subside. In pa- 
tients past middle life greater care must be ex- 
ercised in evaluating the surgical risk and in 
giving them the advantage of adequate pre- 
operative and postoperative management. A par- 
tial cholecystectomy is a valuable procedure in 
certain cases where the gall bladder is friable and 
extremely difficult to dissect from the liver bed. 
Cholecystostomy may be the operation of choice, 
especially in those older patients who present poor 
risks. The adoption of a rather standard regimen 
by hospitals and surgeons for the management of 
acute cholecystitis may reduce the incidence of 
complications and improve the mortality rate. 
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REPORT OF THE STATE CHAIRMAN 
COMMITTEE ON MEDICAL PREPAREDNESS OF THE 
AMERICAN MEDICAL ASSOCIATION* 


F. L. SMITH, M.D. 


Rochester, Minnesota 


HE Committee on Medical Preparedness was 

created by the Board of Trustees by author- 
ization of the House of Delegates at the 1940 
session of the American Medical Association in 
New York City. The committee comprises ten 
members of the House of Delegates and, ex of- 
ficio, the president and secretary of the Asso- 
ciation, the chairman and secretary of the Board 
of Trustees and the editor of the Journal. The 
committee is to codperate with the advisory Com- 





*Read before the annual meeting of the Minnesota State Medi- 
cal Association, St. Paul, Minnesota, May 28, 1941. 


Decemper, 1941 


mission on National Defense, the Army and 
Navy Medical Corps, the United States Public 
Health Service and all other Federal agencies in 
preparing our nation to meet any medical emer- 
gency. 

Each state was provided with a chairman 
whose functions were (1) to codrdinate the ac- 
tivities of state, county and district medical so- 
cieties; (2) to codperate with county medical 
societies in securing completion and return of 
the questionnaires on personal information; (3) 
to establish mechanisms for securing supplemen- 
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tary information to the questionnaire if neces- 
sary; (4) to organize a state committee on medi- 
cal preparedness, to be composed of the presi- 
dent and secretary of the state medical associa- 
tion, the state chairman of the Committee on 
Medical Preparedness and, ex officio, the mem- 
bers of the Committee on Medical Preparedness 
of the American Medical Association from the 
Corps Area in which the state is located and any 
others the group may select; (5) to assist in 
the organization of county committees on medi- 
cal preparedness; (6) to invite local and state 
health authorities to participate in the work of 
the program, particularly in the matter of civil- 
ian health; (7) to arrange for the dissemination 
of information on medical preparedness to the 
groups concerned with any particular matter; 
(8) to assist in the verification of the qualifica- 
tions of physicians desired for service in the 
army, in industry or in special physical examina- 
tions and other special work necessary for na- 
tional defense and (9) to report to the Com- 
mittee on Medical Preparedness of the Ameri- 
can Medical Association the names of physicians 
from each county of the state whose services 
are believed to be necessary for the maintenance 
of civilian health and who should, in the opinion 
of the state committee, be exempt from military 
service. 

Of the schedules sent to the 3,517 licensed 
physicians in Minnesota, 97 per cent were re- 
turned. Letters to the remaining 3 per cent re- 
questing the filling out and mailing of the sched- 
ules have been sent this week. Of the licensed 
physicians, 2,600 are members of the state medi- 
cal association. 


For the most part, the work in Minnesota has 
been handled through the office of the secretary 
of the State Association. The councilors and 
county officers have been most codperative in 
furthering completion of the canvass. 


The selective service regulations called for 
physicians in the specialties of surgery, medi- 
cine, orthopedics, ophthalmology, otolaryngology, 
pathology and neuropsychiatry to serve at the 
induction center at Fort Snelling in order to per- 
form final examinations of inductees for one 
year’s training in the army. The pool was 
formed by solicitation and voluntary acceptance 
of physicians from Minneapolis, St. Paul, Roch- 
ester, Willmar, St. Peter, Cambridge and Moose 
Lake to serve when called by the medical officer 
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at the induction center. Remuneration was at 
the rate of fifteen dollars per day. Up to May 
28, 12,000 inductees had been examined; 11.6 
per cent of these were rejected. 


Another important function of the state com- 
mittee is to create a pool of physicians for re- 
placements in communities left without physi- 
cians by reason of entering army service. 

The council passed a resolution which author- 
ized county chairmen to take census of require- 
ments in their respective communities. ‘\ecent 
communications from the secretary of the Ameri- 
can Medical Association urges that the names, 
or at least the number, of physicians above and 
below the age of fifty-five years be tabulated 
so as to provide a working basis for evaluating 
the needs throughout the nation. 

Communities without physicians will have to 
be supplied from near by centers by local physi- 
cians and an adjustment of fees that will be 
equitable to the physician for services rendered 
is a problem which to the patient in compensat- 
ing for the service will require the attention of 
the county societies. 

According to Mr. Davenport, in the issue of 
Collier's for May 10, 1941, the Selective Service 
system, under the direction of Mr. Clarence A. 
Dykstra and Brigadier General Lewis B. Hersh- 
ey, has inducted 150,000 selectees per month into 
the army. 


Although there was a variance of opinion 
among the neuropsychiatrists who examined these 
men, they were all of one accord that instead of 
2 per cent of the inductees being rejected for 
mental disorders, the true percentage would be 


nearer 15 per cent. During the training period 
of the American Expeditionary Force in 1917- 
1918, 50 per cent of all casualties for which men 
were discharged were neuropsychiatric. At that 
time, no sincere effort was made to keep the 
mentally unfit out of the army. About 70,000 
men, however, were rejected soon after reaching 
camp. In July, 1918, General Pershing cabled 
the Chief of General Staff in Washington the 
importance of eliminating the mentally unfit from 
replacement troops. 

The selective service neuropsychiatric group 
under the able leadership of Dr. Sullivan has 
calculated, from correlated study and experience, 
that of the casualties, exclusive of fatalities oc- 
curring in the first eighteen months of service, 
40 per cent will be neuropsychiatric cases. At 


MINNESOTA MEDICINE 











present, 14,232 more beds are being provided by 
the Veterans Administration ; 5,268 of these will 
be for neuropsychiatric patients. It is estimated 
that for every neuropsychiatric patient, the Gov- 
ernment pays $30,000. 


Owing to the lack of qualified psychiatrists, 
and in the effort to eliminate the mentally defi- 
cient, it will be necessary to regulate the induc- 
tion to make it possible for the induction teams 
to work harmoniously and avoid bottle necks. 
The army induction work sheet, especially the 
neuropsychiatric portion, has proved inadequate 
for the purpose for which it was intended. 


It was with this in view that a work sheet was 
requested by the first of the year before induc- 
tions became heavy. Dr. J. A. Aita, Fellow in 
Neurology in the Mayo Foundation who had 
served on the Induction Board, consented to 
build up a neuropsychiatric work sheet which 
would cover the salient minimal data which could 
be carried out on an average of six minutes per 
inductee. At the induction center at Fort Snell- 
ing, we were fortunate in having neuropsychia- 
trists of Minneapolis, St. Paul and those from 
state institutions and the Mayo Foundation in 
attendance. In a recent study of 2,612 inductees, 
forty-nine, or about 2 per cent, were disqualified 
because of neuropsychiatric disorders. 


The value of these examinations cannot be 
estimated accurately, but an approximation can 
be determined to justify the procedure. When a 
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few weeks to a few years will have lapsed, fig- 
ures will be available to make definite classifi- 
cations for guidance in future mobilization. 

Hypertension among the inductees has been in 
considerable evidence. The ordinary methods 
prescribed in regulations are not wholly adequate, 
in that borderline cases, which may be consid- 
ered functional, are beginning types of true es- 
sential hypertension. In such cases, more de- 
tailed study by use of the cold pressor test and 
ophthalmic examination of the fundi as aids to 
the evaluation of the patient should be carried 
out. The standard blood pressure readings of 
150 mm. of mercury systolic and 90 diastolic as 
set by the selective service regulation may ex- 
clude certain men who normally have a higher 
range of blood pressure. On the other hand, 
patients whose blood pressure during rest is 
within the normal range but who are really in 
the hypertensive group will be accepted. The 
more detailed examination, just mentioned, which 
is not time consuming, would prove worth while 
if the government costs in after years are con- 
sidered. 

Recent rulings by the Selective Service Board 
concerning deferments of medical students until 
after completion of internships are welcome. 
Much credit is due to the Deans of the Medical 
Schools for emphasizing the necessity of such a 
ruling, as otherwise depletion of the annual sup- 
ply of physicians to the army certainly would 
occur. 





THE DOCTOR IN THE NEW ARMY* 


COLONEL JOHN R. HALL, M.D., Medical Corps, U. S. Army 
Director of the Hospital Subdivision of the Office of The Surgeon General 


Washington, D. C. 


BRING you greetings from The Surgeon 

General of the Army. It is a pleasure for me 
to be called to this rostrum as a representative of 
my chief. It so happens that I am a native of 
a neighboring state. It has been my good fortune 
to spend many periods of summer training with 
the medical R.O.T.C. groups at nearby Fort 
Snelling. I feel that I am almost a native son. 

I have spoken of “my chief,” The Surgeon 
General of the Army of the United States. I 
should like each one of you to ask himself the 





*Read at the annual meeting of the Minnesota State Med- 


ical Association, St. Paul, Minnesota, May 28, 1941. 
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question, “Who, or rather what, is The Surgeon 
General of the Army?” I should like you to think 
of The Surgeon General as the doctor, the fam- 
ily doctor, if you will—that member of the med- 
ical profession called by the President and by 
Congress to direct the medical affairs of that 
“large family,” the Army of the United States. 
Just as the family doctor would search through, 
study, and advise concerning every phase of fam- 
ily life, so The Surgeon General and the mem- 
bers of his corps concern themselves with every 
phase of army life. 
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Perhaps my subject, “The Doctor in the New 
Army,” can best be presented if we set up for 
ourselves an outline of the duties, or rather the 
missions, of the Medical Department. They may 
be stated as follows: 


FUNCTIONS OF THE MEDICAL DEPARTMENT 
I. Selection of Personnel 
A. Physical examinations 
B. Adequate records 
II. Preventive medicine 
A. Hygiene and sanitation 
B. Immunizations 
III. Curative medicine 
A. Rescue and transportation 
B. Hospitalization 
IV. Final separation from service 
A. Examinations 
B. Records 


As we discuss these various activities of the 
Medical Department, I suggest that each listener 
project himself into the picture as a player on 
the team. Each should remember that his position 
on the team may not be the post of his selection, 
but he can rest assured that the function he is 
performing is important in winning the game— 
winning the game, the price of which may be the 
life of the nation and even freedom itself. 

Need I recall to you the fact that until modern 
medicine was born, the profession never really 
sold itself to “a nation in arms.” Until the doctor 
could weed out the physically unfit by physical 
examinations, until he could cure the sick and 
heal the wounded, his work in the Army was a 
mere gesture of mercy, unorganized and almost 
unrecognized. How often during my twenty-six 
years of service I have heard some vexed line 
officer exclaim, “Oh, these .... doctors! Such 
a bother!” The warmest welcome I have ever 
received was on the south bank of the Ourcq, 
in the Aisne-Marne counteroffensive. I had just 
reached the embattled 39th Infantry, which had 
been without ambulance service many hours. The 
colonel exclaimed, “Hello, Medico! How’n h— 
did you get here? I am glad to see you.” 

Ever since the beginning of history that feeling 
in the hearts of men which has impelled them to 
go to the relief of suffering humanity, and which 
has impelled some of them to become doctors, 
has led medical men to the battlefield. The place 
of the doctor in the armed forces has been fairly 
won and honorably maintained. 


Vast changes have occurred in the last one 
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hundred and fifty or two hundred years. The 
history of our own Revolution shows that medi- 
cine of that day had so little to offer that fre- 
quently the doctor, always a leader in his com- 
munity, appeared upon the battlefield not in his 
professional role, but as the organizer and the 
leader of combat units. General Warren who fell 
that day at Bunker Hill was not a soldier, but 
was a leading doctor in the Massachusetts Col- 
ony. It was he who led the Minute Men. It was 
he who set the British columns flying from Con- 
cord and Lexington, bottling them up in Boston. 
In the combat at Bunker Hill Warren relinquished 
his command to those better trained in military 
affairs. He fought as a private. There is no 
doubt that before receiving his fatal wound that 
day, he attempted to succor those about him who 
were injured, but there was no organized effort 
at medical care. 


Frederick the Great stated that General Wash- 
ington was the most brilliant military leader in 
his generation. It is interesting to note what 
Washington had to say about military medical 
service. I quote: “Each regiment should have 
at least two good doctors, and there should be 
a hospital somewhere in the rear where the sick 
could be cared for.” Apparently the possibility 
of an organized rescue, first aid, and transporta- 
tion of the wounded to a place of safety during 
the combat had never occurred to him. It re- 
mained for Larry, Napoleon’s great army surg- 
eon, to conceive the idea of the “Flying Ambu- 
lance.” 


It remained for our own Jonathan Letterman 
to organize a complete medical service with first 
aid detachments, dressing stations, ambulances, 
hospitals, and a well-conceived system of supply 
—and to prove its efficiency in the battle of 
Chancellorsville. How disheartening it must have 
been for him in the Gettysburg campaign to have 
had his medical wagons turned back, first by 
General Hooker and again by General Meade— 
this for fear that the valuable material might fall 
into the hands of the Confederate Army—and 
finally to come to battle without dressings, tent- 
age, blankets, medicines and food for the wound- 
ed. Even opiates and anesthetics were on the 
medical purveyor’s wagons, a full day’s march 
from the field—a full day, even had they been 
able to advance over roads which were clogged 
with other traffic. 


Largely from the lessons to be gleaned from 
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this disrupted medical service in the Gettysburg 
campaign has come our present organization 
which fully recognizes the necessity of placing 
each echelon of medical service under the com- 
mand of medical officers. Many doctors have 
said to me, “I see no necessity for placing a doc- 
tor in command of ambulances. It is wasting a 
trained man.” Experience has demonstrated time 
and time again that only the trained medical man 
with an understanding of the needs of the med- 
ical men who minister to the wounded can be 
depended upon either to transport medical sup- 
plies to the front or to transport the wounded 
from the front to the hospitals. But more of 
this later. Let us return to Section One of our 
table. 


I. Selection of Personnel 


The importance of a searching physical exam- 
ination cannot be overemphasized. It is neces- 
sary that we weed out the physically unfit; else 
the Army will find itself encumbered by indi- 
viduals who cannot carry on, and at a later time 
the pension rolls will bear the names of countless 
numbers of persons to whom the taxpayer owes 
not one iota of moral responsibility. Sick rates 
in any newly mobilized army will be high, and if 
the physically unfit are not left at home, the 
medical service will be overrun and will not be 
able to function properly. 


II. Preventive Medicine 


The doctor in uniform, above everything else, 
must be a practitioner of preventive medicine. He 
is a “public health officer.” It is his duty to keep 
his soldiers well: Any good doctor can be de- 
pended upon to handle his patients in a credit- 
able way, to give excellent treatment. Relatively 
few, however, are so well equipped in the field 
of preventive medicine. Most are not qualified in 
matters pertaining, for instance, to water supply, 
to sewage and waste disposal, to the inspection 
and preparation of food stuffs, or to the han- 
dling of epidemics. For this most important work 
the average doctor has had no practical train- 
ing, and, I fear, in many cases even no classroom 
training of the basic sort. His general training 
is excellent, his basic information is sound, and 
once he turns his mind and his energies to the 
task, his results are good. 


May I point with pride to the medical records 
DeceMBeER, 1941 
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of the World War, when for the first time in 
the history of the United States an armistice day 
found us with battle deaths outnumbering deaths 
from illness? That it was not always thus in 
evidenced by the records. We are told that the 
Revolutionary soldier had about seven times as 
many chances of dying from disease as of being 
killed by a British bullet. The record is some- 
thing like four or five to one in the Mexican War 
and certainly not better in the Civil War. 


In the Spanish American War the record was 
so poor as to be a scandal. In this war for the 
first time in the history of the world large num- 
bers of men were mobilized who were non-im- 
mune to many of the communicable diseases. The 
soldiers of that day who came from the cities left 
water-borne sewage systems, carefully selected 
water supplies; they left refrigeration and a bet- 
ter milk supply, food selection, and, above all, 
they left screening against the fly. Even the ru- 
ralists were in some measure protected by these 
sanitary practices. Once the men were in camp 
and shorn of these protections, devastating epi- 
demics of food-borne, water-borne, fly-borne and 
mosquito-borne diseases occurred. But why dwell 
upon the dark page of morbidity and death? 


Necessity is the mother of invention; and so 
the profession at large and particularly the Med- 
ical Department of the Army really went to 
work. Came shortly the work of Walter Reed 
and Gorgas on the mosquito, the work of Dar- 
nell in chlorination of water; then came vaccin- 
ation against typhoid and a host of other protec- 
tions, until preventive medicine can be said to 
be at least adolescent. Every city, every hamlet, 
almost every household is now, in some measure 
at least, happier, better, and healthier because of 
this great branch of medicine. 


But to the field of military medicine this happy 
state of affairs has added a great task, a tremen- 
dous responsibility. Never before has this nation, 
or any other nation for that matter, in mobilizing 
its man power found such a group of young men 
who are non-immune to communicable disease. 
The danger of epidemic is greater than ever be- 
fore in our history. .Never has the profession 
met such a challenge! Yes, the doctor in uniform 
must above all things else practice preventive 
medicine. And I may add that when and if you 
are called to the colors, the Army will make no 
apologies to you for being very exacting in its 
demands of you in this field. 
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III. 


Curative Medicine 


The doctor in civilian life when called to care 
for the sick or injured usually finds his patient 
in bed in a home or in a hospital. We have be- 
come so accustomed to the conveniences with 
which the sick are surrounded that we accept 
them as a matter of course, and as no concern cr 
responsibility of the practitioner. In the home 
there is a well-planned kitchen, there are loved 
ones to act as nurses, the most needed articles for 
treatment are usually at hand, and the telephone 
at our elbow brings drugs, supplies and a nurse’s 
help. Or let us suppose that our patient has suf- 
fered an acute illness or injury on the street or 
in the factory. A well-trained rescue squad, 
probably from the police department or from the 
city hospital, has come to him, has effected a 
rescue, has given first aid and has transported 
the sufferer to a well-equipped hospital. The doc- 
tor has only to familiarize himself with his pa- 
tient’s condition and begin his treatment. We 
give little thought to how these conveniences have 
been provided. 


Not so in the Army. The Medical Department 
finds its patients sick in barracks or injured on 
the battlefield. It must provide first aid, trans- 
portation, hospitalization, and all the necessities 
for the treatment, as well as professional care it- 
self. Following the general plan first clearly de- 
fined by Letterman (previously referred to), 
each regiment has its medical detachment, doc- 
tors and enlisted men who are trained to search 
out the sick, to give them necessary temporary 
care, and to prepare them for transportation to a 
hospital for definitive care. This may be accom- 
plished either by litter or by ambulances; then 
we arrive at the hospital. 


It has been the duty of the Medical Depart- 
ment to provide that hospital in its entirety, from 
foundation to shingle. Likewise it has been the 
duty of the Medical Department to provide every 
item of equipment needed therein, as well as the 
articles for treatment and transportation to this 
place of safety. It might interest you to note in 
passing that there are some seven thousand regu- 
lar items on the Medical Department equipment 
list. I am particularly interested in the field we 
are discussing now because at the present time 
it is my particular duty to determine where our 
hospitals are needed, how large they must be and 
to secure their construction as a part of the regu- 
lar building program. 
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With your permission I shall take up Section 
Four of our table and return later to the subject 
of hospitalization. 


SICK RATE—U. S. ARMY 
August 31, 1940 through March 29, 1941 
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Sick in Hospital.......... 

The graph showing the sick rate in the new mobilized Army 
follows almost exactly the anticipated course. During the sum- 
mer and autumn it did not reach 3 per cent. It rises abruptly 
during December and January and begins to fall at the advent 
of milder weather in February and March. It is noted that 
the rise in January is well over 5 per cent, which justifies the 
Surgeon General in asking for hospital bed capacity of 6 per 
cent of the total strength; i.e., 5 per cent in Station Hospital 
beds and 1 per cent in General Hospital beds. 


IV. Final Disposition 


Every individual who comes into the Army 
must at some time leave its ranks. This is true 
whether he be a regular officer, an enlisted man, 
or a draftee called for but a year’s training. If 
the individual comes to the normal termination 
of his service, the Medical Department needs 
only make a careful physical examination to com- 
plete the record for the protection of the gov- 
ernment and of the individual. There are many, 
however, whose service must be terminated prior 
to a normal expiration because of the effects of 
disease or injury. It is the function of the Medi- 
cal Department to relieve the armed forces of 
these individuals who are not fit to carry on. 
This is a determination which must be made by 
the army doctor. Out of fairness to the individ- 
ual and to the government a complete record 
must be made, and of course from the standpoint 
of humanitarianism, the individual will not be 
discharged until he has attained maximum hos- 
pital benefit. 
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NUTRITION AND NATIONAL DEFENSE—WILDER AND WILLIAMS 


Since the last war we have had a new concep- 
tion of the country’s responsibility to the dis- 
abled soldier. This is evidenced by the existence 
of our Veterans Bureau facilities with many hos- 
pitals throughout the country so that after dis- 
charge from an army hospital the disabled veter- 
an need not feel that should his condition require 
it, he would want for further medical care. 

The accompanying chart is a graphic represen- 
tation of the sick rate in the entire Army within 
the continental limits of the United States from 
August 31, 1940, through March 29, 1941. Judg- 
ing from studies and records of the World War, 
The Surgeon General estimated that our total dis- 
ability rate from illness and injury would be 
something over 5 per cent. It was estimated that 
we would require 5 per cent hospitalization in our 
station hospitals with an additional 1 per cent in 
our general hospitals—a total of 6 per cent. 
That this estimate of the situation was correct is 
clearly demonstrated by this graphic representa- 
tion of the sick rate of the last several months. 

I should like to state in closing that we have 
made many mistakes, many of them errors in 
judgment. Most blunders or errors have oc- 
curred because of inexperienced construction 
personnel. It should be realized that there were 
just not enough skilled carpenters in the United 
States to construct the buildings in the time re- 


quired. We have even had buildings fall down 
because they were not properly constructed. In- 
experienced workmen have been injured and even 
killed because they did not know how to handle 
the timbers for the erection of these simple 
buildings. The wild haste to do overnight some- 
thing that should have taken years to accomplish, 
the attempt to buy time with money, has been 
very expensive, but has not been without results 
in which we can take pride. 

The Army makes no apologies for the decision 
of its Commander in Chief deferring the mobili- 
zation of personnel until adequate shelter, includ- 
ing hospitals, had been provided. This has 
worked grievous hardship. Individuals and even 
whole divisions have received warning orders 
and prepared to go to camp on a certain date, 
only to find that date put off from week to week 
because barracks and hospitals had not been com- 
pleted. We feel, and so advised the Chief of 
Staff and the President, that it would have been 
criminal to allow the American youth, in a train- 
ing program—not a war—to go to military ren- 
dezvous without the necessary facilities. 

I am glad to report to you that as far as I am 
able to find out, no American boy in the uniform 
has suffered or has died for the want of medical 
supplies or because there was no hospital bed 
available for his care. 





NUTRITION AND NATIONAL DEFENSE* 


RUSSELL M. WILDER, Ph.D., M.D. 
and 
RAY D. WILLIAMS, M.D. 


Rochester, Minnesota 


E are now engaged in a program of total 

national defense, and for this purpose we 
are mobilizing all of our national resources. 
Major industries have been reorganized to pro- 
duce ammunition, guns, tanks and planes. But 
guns, tanks and planes are of no value without 
men. The supply of man power in the United 
States is not inexhaustible and modern weapons 
and war industry demand not only men but ef- 
ficiency ; men, as the President put it, “who are 
as good as their machines.” The nutritional 
status of our armed forces has received first con- 





*From the Division of Medicine, The Mayo Clinic, Rochester, 
Minnesota. Read by Dr. Williams before the meeting of_ the 
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sideration, and rightly so, for they are our first 
line of defense. However, the armed forces ul- 
timately will be no stronger and no more cour- 
ageous than the people who support them. Bat- 
tles have been fought and campaigns won with- 
out much thought being given to the nutritional 
status of the population at large, but famine has 
always contributed to defeat of armies and sub- 
jugation of nations. The courage, stamina, eag- 
erness to cooperate and determination to win of 
collective peoples are national spirits which will 
determine the outcome of the present world-wide 
conflict and these spirits, so necessary if democ- 
racies are to survive the onslaughts now directed 
against them, are directly influenced by the nu- 
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tritional status of the masses of people. In our 
efforts to mobilize al] of our national resources 
we must not forget one potentially tremendous 
resource, the good health of the masses of people. 
The backbone of our defense program is yet the 
men in the factories, in the fields, in the mines 
and in the offices, and of no less importance than 
these men are the families on whose health and 
happiness the workers so much depend for giv- 
ing their greatest efforts. You cannot put into 
heavy industry a man who has been subsist- 
ing on a deficient diet and expect efficiency, un- 
less you first build him back into an efficient hu- 
man machine. 

Therefore, the aim of the nutrition program 
for national defense is to raise the nutritional 
status of the American people to a high level 
as quickly as possible, and once the emergency is 
passed, to consolidate gains already acquired 
and others surely to accrue as a result of awak- 
ened interest in the field of nutrition. 


Need of Nutritional Front 


Formerly it was thought that famine could be 
prevented if only supplies of food energy sufficed. 
The newer knowledge of nutrition teaches us that 
food energy is not enough to provide stamina 
for war. Procurement of energy in the form 
of nonperishable flour and sugar is a simple prob- 
lem in the United States. But protein must be 
had, and a modicum, about a third, must be of 
high biologic value, namely, the proteins found 
in meat, eggs, milk, cheese and a few vegetables. 
Fat is a necessity aside from its energy value. 
Unsaturated fatty acids, such as linoleic acid, 
obtained with difficulty from other foods than 
fat, are essential. Fat hunger is a reality and 
the people of Europe now are feeling it. Fats 
also carry fat-soluble vitamins and provide for 
absorption of carotene, the provitamin A. Car- 
bohydrate is essentially an energy carrier, and 
very little of it is necessary for nutrition if cal- 
ories are provided from other sources. 

In America, with its bursting granaries, there 
is little hunger for food energy but “hidden hun- 
gers” are prevalent. The newer knowledge of 
nutrition has emphasized the importance of what 
were once called accessory factors, namely, cer- 
tain minerals and vitamins. Calcium in many 
diets is less abundant than desirable. An intake 
of less than 0.8 gm. per “consumption unit” is 
considered unsatisfactory, and such an intake 
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is difficult to attain unless a pint of milk, or 
its equivalent of milk solids in other forms, is 
included in the day’s food. Many people in Min- 
nesota, a dairy country, fail to drink milk. Iron 
often is lacking in diets when leafy greens are 
avoided or the allowance of meat is small. Iron 
anemia is a prevalent deficiency. Vitamin de- 
ficiencies constitute the principal “hidden hun- 
gers” which until lately for the most part were 
unrecognized. Vitamins are the integers of the 
enzyme systems of the body, and lack of them 
gives rise to physical and mental inefficiency long 
before outstanding or recognizable disease ap- 
pears. 

Our knowledge of the incidence of nutritional 
deficiency diseases is rapidly growing. Statistics 
gathered from hospitals and nutrition clinics in 
most instances are based on only that group of 
people who have manifest evidences of deficiency 
states, that is, who have scurvy, rickets, beri- 
beri, pellagra or ariboflavinosis, and they do not 
describe the incidence of deficiency disease in 
that large group of people who are in borderline 
states of nutritional deficiency. The latter group 
of persons just have “poor health,” cannot do an 
“honest day’s work” and may never seek the 
services of a physician. Critical analyses of pur- 
chases of food by Americans as reported by 
Stiebeling and Phipard of the Federal Bureau of 
Home Economics, give us indirect but neverthe- 
less valuable information on which to estimate 
the probable incidence of deficiency disease in 
the group of employed wage earners. The re- 
port shows that no more than a quarter of the 
urban and rural families of the United States 
have diets that can be rated as good, that a little 
more than a third have diets rating as fair, and 
that another third or more have diets classed as 
poor. We have heard expressions of skepticism 
about these conclusions, but support for them 
comes from the findings of many independent 
dietary surveys in which the food actually eaten 
was measured and the people were examined by 
physicians. Wherever such surveys have been 
made the findings were much the same. 


The actual incidence of nutritional deficiency 
states will be determined only after we have 
learned to recognize the early manifestations of 
deficiency syndromes, that is, before they have 
progressed to a state which can be called disease. 
Our conceptions of vitamin deficiency states have 
changed rapidly since easy availability of crystal- 
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line vitamin preparations has made it possible 
to induce an isolated vitamin deficiency under 
carefully controlled conditions. Jolliffe and his 
co-workers at Bellevue, and more recently Wil- 
liams and his co-workers at the Mayo Clinic, 
induced isolated vitamin B, deficiency states in 
human subjects. During a study of only moder- 
ate restriction of thiamin, Williams and his co- 
workers observed that cheerful, happy, indus- 
trious young women became morose, depressed, 
fearful, irritable, uncodperative, slovenly in per- 
sonal appearance, easily fatigued, making nu- 
merous vague complaints of eye strain, headache, 
palpitation of the heart and dyspnea on exertion, 
capricious appetite, anorexia and gastric distress 
after meals. All of these signs and symptoms 
slowly disappeared when thiamin was provided 
in adequate amounts. In earlier studies® of severe 
restriction of thiamin, although heart failure, 
edema and polyneuritis—conspicuous features 
of classic beriberi—were not observed, objective 
evidences of irregularity of heart action, disturb- 
ance of gastro-intestinal function, impairment 
of the ability of the body to utilize carbohydrate 
and elevation of concentrations of certain chemi- 
cal constituents of the blood were observed. But 
a most striking feature of the disease induced 
by the isolated withdrawal of thiamin was the 
fatigue and lassitude observed in all subjects af- 
ter several weeks of restriction of thiamin. The 
disease induced by the isolated withdrawal of 
thiamin resembled, minutely in the early stages, 
the disorder which the discriminating psychia- 
trist designates as neurasthenia, or as it is com- 
monly called, chronic nervous exhaustion. 


Similarly, prepellagrous states are being rec- 
ognized. J. S. McLester wrote: “Since J. B. 
McLester in his study of the histories of pellag- 
rins seen at the Hillman Hospital in Birming- 
ham made the significant discovery that an ap- 
preciable number of these patients had been ad- 
mitted the previous year under the diagnosis of 
neurasthenia, we have made an effort toward the 
early recognition of such cases of subclinical pel- 
lagra. Many of the patients recently studied 
could with some justice be called neurasthenic, 
but when given nicotinic acid and thiamin, with 
a diet appropriate for pellagra, they recovered 
their nervous .iability and sense of well-being 
to a remarkable degree. I believe that with a 
good history the prepellagrous state can be rec- 
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ognized without great difficulty and further 
progress of the disease stopped.” 

Recently Sydenstricker wrote: “In _ the 
chronic partial deficiency of B vitamins . . . mild 
psychic disorders may precede other manifesta- 
tions by weeks or months. Neurasthenic com- 
plaints of all sorts are common. Slight mental 
retardation, loss of memory for recent events, 
apprehension, confabulation, depression or mild 
delusional states may recur for months or years. 
Partial deafness, particularly for high pitched 
tones, may be the presenting symptom. Diges- 
tive disturbances, particularly gastric discomfort 
after meals, burning of the esophagus and stom- 
ach, flatulence and constipation are almost inva- 
riable .. .” 


Lund and Cranden, in a study of experimental 
human scurvy, observed, among other things, 
slight lassitude and ease of fatigue in the fourth 
and fifth months of the study, and marked fa- 
tigability began only in the sixth month. No 
ecchymoses occurred and no changes of the gums. 

The point we wish to make is this: nutritional 
deficiency states, which we shall soon learn to 
recognize in the early stages, will be found prin- 
cipally in that large group of people who just 
do not feel well, who tire easily, who complain 
of nervousness, of palpitation of the heart, of 
indigestion and of insomnia; that is, the people 
who have a multitude of complaints and in whom 
organic disease rarely can be demonstrated. We 
have implied that nearly all clinical vitamin de- 
ficiency states have one characteristic in common 
a vague feeling of ill health which may precede 
by months or years the frank manifestations of 
deficiency disease. The state of poor health 
comes on so gradually that oftentimes the pa- 
tient cannot date its onset, cannot attribute a 
cause and may be astonished to learn the true 
nature of his illness. Substantial evidence clear- 
ly indicates that a large portion of our popula- 
tion, rich and poor, young and old, subsist on 
intakes of certain vitamins and minerals which 
are incompatible with vigorous health, and to 
this extent the health and welfare of the nation 
are impaired. i 





The Nutritional Front: Plans and Personnel 


The importance of the nutritional front re- 
ceived early recognition as the existing emer- 
gency developed, and a planning and policy com- 
mittee on nutrition, representing ‘different agen- 
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cies of the government, with Mr. M. L. Wilson 
of the Extension Service, Department of Agri- 
culture, as chairman, was appointed. The com- 
mittee now is advisory to the Director of the 
Office of Defense Health and Welfare Services, 
Mr. Paul V. McNutt. Plans to mobilize the scien- 
tific talent and educational resources, not only 
of the Federal Government but of the nation, 
are being put into effect. 

The plans involve: (1) reinforcement of 
present activities of the many agencies of the 
government that have nutritional programs; such 
agencies as the Federal Security Board, United 
States Public Health Service, Extension Serv- 
ice and Bureau of Home Economics of the Unit- 
ed States Department of Agriculture, the Ma- 
ternal and Child Health Section of the United 
States Children’s Bureau, the Home Economists 
of the Works Progress Administration, and oth- 

rs; (2) measures for increasing the food pur- 

chasing power of the low income group in which 
extension of the stamp plan of the Federal Sur- 
plus Commodities Corporation may be sought; 
the school lunch program looms large and must 
be extended; (3) measures directed to improv- 
ing the nutritive quality of staple foods with 
special emphasis at first on flour and bread; (4) 
measures for disseminating information on food 
selection through the medium of the press, maga- 
zine, radio, lectures, and so forth; (5) the as- 
sistance of professional groups, foremost that of 
physicians. Support from the family physician 
is indispensable, but so also is that of dentists, 
nurses, dietitians, social workers and others who 
can influence nutritional practices. 
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In our democratic country the masses of people 
must accept national problems and methods of 
solving them before effective action can be taken. 
If we can bring the masses of people to under- 
stand the nature and extent of the problem of 
malnutrition and the application of the simple 
principles by which dietary deficiencies can be 
corrected, we shall have gone a long way toward 
the goal of improving the health of the nation 
and fortifying one of our many lines of national 
defense. Education of the public in nutritional 
practices is largely in the hands of groups who 
work intimately with the people. No other group 
in the state of Minnesota can have greater in- 
fluence on dietary habits of the people than the 
practicing physicians and their help is urgently 
needed for effective application of plans for 
“making America strong by making Americans 
stronger.” 
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ITH the enactment into law of the Selec- 

tive Training and Service Act of 1940 by 

the Seventy-sixth Congress, a vast machine for 

the procurement of men for a rapidly expanding 
defense program was authorized. 

For administrative purposes, the President es- 

tablished a National Selective Service Headquar- 
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ters and authorized the Governor of each State, 
who is responsible for the administration of 
the act, to establish a State Headquarters under 
a State Director and delegate to it the adminis- 
tration of the Act within the State. Thirty days 
after passage of the Act sixteen and a half mil- 
lion men, between the ages of twenty-one and 
thirty-five years, were registered for Selective 
Service on October 16, 1940. Of this number, 
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331,285 were registered in the State of Minne- 
sota. 


In each of Minnesota’s eighty-seven counties 
at least one local board was established and in 
order to have a local board availabie for each 
30,000 of population, in a number of counties, 
two or more boards were established, making a 
total for the State of 137. These boards are 
composed of three or more members appointed 
by the President, upon recommendation of the 
Governor. They were chosen from male citi- 
zens of the United States who are not members 
of the land or naval forces and preferably resi- 
dents of the area for which their board was 
appointed, or at least residents of the county in 
which their local board has jurisdiction. 


The duties of the local board are classification, 
selection and delivery for induction. On the 
successful and just execution of these duties de- 
pends entirely the success of the Selective Serv- 
ice System. The Act authorized the appoint- 
ment by the President, on the recommendation 
of the Governor, one examining physician for 
each local board to examine registrants for the 
local board but not to serve as a member of 
the local board, as in 1917-1918. While one phy- 
sician only was appointed for each board in the 
beginning, the Act authorized the appointment 
of additional examining physicians at the re- 
quest of the local board. So that beginning with 
137 examining physicians in October, at the pres- 
ent time we have 664. Recently the appointment 
of dental examiners for each board has been 
authorized and to date we have 235 dental exam- 
iners for local boards. 


The Act authorized the establishment of Medi- 
cal Advisory Boards to be made up of one or 
more of each of the specialties for each board, so 
that at the present time we have nine Medical 
Advisory Boards with 142 members who are 
daily rendering opinions in difficult cases re- 
ferred to them by examining physicians or local 


_boards. 


To date then, approximately 1,000 members 
of the medical and dental professions have ex- 
amined over 35,000 registrants in the State of 
Minnesota ; 64 per cent of these have been found 
to be fit for general military service; 13 per cent 
fit for limited military service, having certain mi- 
nor defects which prevent them from being cer- 
tified as fit for general service; and 23 per cent 
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DEFECTS CAUSING DISQUALIFICATION 











1941 1917-1918 
Teeth (insufficient) 29.0 re 
Cardiovascular 16.0 13.1 
Nervous and Mental Disorders 9.0 10.3 
Musculoskeletal 9.0 12.3 
Multiple defects 6.0 
Ears 5.0 4.4 
Eyes 4.0 10.6 
Endocrine 2.0 
Gastro-intestinal 2.0 
Hernia 1.8 6.0 
Respiratory 2.0 
Genito-urinary 1.8 2.6 
All others 7.0 








have been disqualified as unfit for any military 
service. 


The situation in Minnesota with regard to 
syphilis, as disclosed by serological examination 
of every registrant physically examined, is grat- 
ifying. From November 6 to April 13, 30,891 
serological examinations were performed on 30,- 
333 registrants. Of this number of examinations 
181 positives were found, 105 of these 181 posi- 
tives being known cases that were already under 


treatment, leaving 76 new cases discovered in 
30,333 men. 


The causes for rejection by local board exam- 
iners and members of the examining team at 
the induction center are numerous. However, 
without wishing to burden you with statistical 
data, I might say that the chief cause for rejec- 
tion by the examining physicians for the local 
board and the induction center is insufficient 
teeth. Approximately 29 per cent of the regis- 
trants found not fit for general military service 
by both the examining physicians and the induc- 
tion board were rejected by reason of insufficient 
teeth. Approximately one out of six were re- 
jected because of cardiovascular defects. One 
out of ten of the rejections were due to musculo- 
skeletal or orthopedic defects or diseases of the 
bones and joints. One out of ten was rejected 
because of insufficient vision, hearing, or diseases 
of the ears or eyes which were disqualifying ; and 
one out of ten for nervous and mental disorders. 


The reasons and percentages of rejections for 
certain causes at the present time are about paral- 
lel and comparable to the defects causing rejec- 
tions in 1917-1918, with the one notable excep- 
tion that while at this time 29 per cent of the 
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rejections are due to insufficient teeth, this defect 
or deficiency caused only 3 or 4 per cent 
of the rejections in 1917-1918. Whether this is 
indicative of a lack of care with resultant deplor- 
able conditions of the teeth at the present time 
in comparison with that of 1917-1918, or whether 
it is indicative simply that standards are being 
more rigidly applied at the present time, I am 
entirely unable to state. 

To April 30 of this year, 10,682 men were 
forwarded to the induction center at Fort Snell- 
ing by the local boards. Of this number, 1,236 
or 11.6 per cent were rejected at the time of the 
final type physical examination performed by the 
induction board, for physical reasons. It is inter- 
esting to note the variation in percentage: 2.4 per 
cent of the total delivery by one board were re- 
jected while 28.3 per cent of those delivered by 
another board were rejected, the average being 
stated above, 11.6 per cent for all boards. 

The figure of 11.6 per cent of rejections at the 
induction center is slightly below the average for 
the Nation, and far below figures for some of 
the other States. However, the rejection of one 
out of every eight or ten men delivered to the 
induction center has ben the cause of much criti- 
cism of the Selective Service System, the stand- 
ards for physical examination and the profes- 
sion. It means that in many cases, registrants 
have left their occupations or disposed of their 
business, said good-by to their families and 
friends, planning for a year’s service and training 
and several days after their departure for the 
induction center they are returned to their home 
station, considerably lower in spirit and morale 
than on their departure and ofttimes without a 
job. 

To remedy this situation, numerous plans have 
been advocated. One plan suggested the elimi- 
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nation of the preliminary examination by local 
board examiners entirely, and the forwarding 
of all registrants to the induction center where 
they would submit to the final type of examina- 
tion, following which those found fit for general 
military service would be inducted in their proper 
order. A second plan suggested a traveling in- 
duction board made up of Army Officers, which 
would tour the State and examine registrants at 
numerous points throughout the State. A plan 
which is being tried this month in Pennsylvania, 
proposes the continuance of the examination as 
heretofore by physicians for local boards, this 
examination to be followed by the final type ex- 
amination by an induction board several weeks 
previous to induction at various points in the 
State convenient to groups of registrants. Local 
boards, under this plan, would order groups of 
registrants to a certain point in the locality where 
they would be examined by an induction board 
composed of Army Medical Officers, or of avail- 
able civilian specialists in the vicinity, and after 
the completion of the examination, registrants 
would return to their home station. They would 
then know definitely their physical status several 
weeks prior to induction and on notification that 
they were to be inducted could make their plans 
for leaving their jobs or disposing of their busi- 
nesses with the assurance that on induction they 
would be accepted into the Army for a year’s 
training. 

At the present time tentative plans are being 
made in each State in an attempt to avoid 
registrants being returned from the induction 
center because of rejection for physical disability. 
When a workable plan has been perfected to 
accomplish this, I am sure that one of the few 
causes for criticism of the Selective 
System will have been eliminated. 


Service 





NEW ARMY IN EXCELLENT HEALTH 
It should be a source of great public satisfaction that the health of America’s new army 


is being maintained at a high level. 


This reflects both the careful selection of the men and 


the high quality of the medical supervision and care provided for them. While no sepa- 
rate figures are collected for the recent selective service men, they have come to form so 
much the greater part of the forces in service in the United States that, more and more, 
the current sickness experience of the army applies to them in particular. 


For several months now—from April to August 1941—the total rate of admission to 


report” 


“sick 


for disease has run appreciably lower than in the corresponding period of 1918. 


The current experience is even more favorable when we consider that military training now 


makes greater physical demands than a generation ago. 


Moreover, soldiers are now en- 


couraged to report illnesses, however minor, to prevent their becoming serious as a result 


of complications; 


in fact, some of the disorders now recorded would not usually cause ab- 


sence from work in civilian life —Statistical Bulletin, Metropolitan Life Insurance Company, 


September, 1941. 
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MEDICAL OFFICERS OF THE FUTURE* 


HAROLD S. DIEHL, MLD. 


Dean of the Medical Sciences, University of Minnesota 
Minneapolis, Minnesota 


HEN the Program Committee invited me 

to participate in this symposium and dis- 
cuss the subject, “Medical Officers of the Fu- 
ture,” I feel sure that they intended that I 
should consider the special qualifications and train- 
ing which physicians should have in order to be 
able to meet the future medical needs of our 
armed forces. Before turning to this aspect of 
the subject, however, I should like to discuss 
briefly with you the vital and even more funda- 
mental problem of providing an adequate supply 
of medical officers to meet the demands of our 
defense program. 


Necessity for Continuance of Medical Training 


Briefly stated, the situation with which we are 
faced is this: For the present Selective Train- 
ing and Service program the Army will require 
7,900 physicians, in addition to the 1,200 medical 
officers in the regular Army. If the training 
program is expanded or there is a general mobili- 
zation, this number will be proportionately in- 
creased. For example, if there should be a 
mobilization of four million men, the Army will 
need to call approximately 25,000 physicians from 
civilian life. 

In addition to this the Navy will need approxi- 
mately 900 additional physicians for their ex- 
panding program; the new and enlarged defense 
industries will require the services of many phy- 
sicians; the Public Health Service needs more 
doctors, and experience shows that modern war- 
fare increases enormously the need for medical 
services among the civilian population. Recently 
the British Red Cross has urgently requested 
1,000 American physicians for.duty in England. 

The question naturally arises as to why the 
military training program or mobilization creates 
a shortage of medical services when the same 
individuals who are in the armed forces were 
previously supplied with medical care in civilian 
life. The answer is that the quota of medical 
services in the armed forces is approximately 
five times as high as it is in the civilian popula- 
tion: namely, 6.5 per thousand individuals in 
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the Army as compared to approximately 1.5 per 
thousand in the civilian population. In the train- 
ing program such a high ratio of physicians may 
not be necessary but in order that the armed 
forces may be properly and effectively trained for 
actual warfare it is considered important that 
all units of the service be trained for effective co- 
ordination at combat strength. 


As I have already pointed out, for the present 
training program of 1,400,000 men, the Medical 
Corps of the Army will require approximately 
8,000 physicians from civil practice. Of these, a 
few will be inducted by Selective Service but 
most will be physicians who hold commissions in 
the National Guard or the Medical Reserve 
Corps. 

To withdraw 8,000 physicians from practice 
will create shortages in medical service in certain 
areas. The adjustments which are necessary to 
meet this situation constitute one of the prob- 
lems facing the medical profession today. 

The Surgeon General’s Office estimates that 
possibly 50 per cent of the physicians who go 
into military service from civil life will be willing 
to continue in the service for more than one 
year. This estimate seems to me rather optimistic 
but even if it should prove correct, it will require 
4,000 new physicians for the military service each 
year to replace those who return to civil practice. 

In normal times it requires from four to five 
thousand medical graduates annually to take the 
place of the physicians who discontinue practice 
because of age, disability or death. Therefore, 
the physicians who return to civil life after a 
year of military training will be barely enough to 
provide for this replacement. 

This leaves the question of an annual replace- 
ment of 4,000 physicians for the military services, 
in addition to the provision of approximately 500 
to 1,000 physicians for replacements in other 
governmental services. The Surgeon General of 
the Army estimates that the Medical Reserve 
Corps will be exhausted by July, 1942, hence, 
it is obvious that these replacements must come 
primarily from the graduates of our medical 
schools. The approved medical schools of this 


1055 








MEDICAL OFFICERS OF THE FUTURE—DIEHL 


country are able to graduate about 5,000 physi- 
cians a year. It is estimated that 30 to 40 per 
cent, or at least 1,500, of these will not be quali- 
fied for Army service because of physical defects, 
sex, prior commissions in the Navy, dependents, 
etc. This leaves only approximately 3,500 medi- 
cal graduates available to serve as medical offi- 
cers. From these data it is obvious that even 
if the number of graduates from medical schools 
is continued at the present level and every phys- 
ically qualified graduate enters military or naval 
service upon graduation, it will still be necessary 
to draw an additional 1,500 physicians from the 
civil population each year in order to meet the 
needs of the armed forces. 


The reason for bringing this to your attention 
is that at the present time, the responsibility for 
granting deferment of military service to medi- 
cal students rests with Local Boards or Appeal 
Boards of Selective Service. If medical stu- 
dents are withdrawn from school and inducted 
into the army, the vacancies in their classes re- 
main unfilled because there are no replacements 
available. The inevitable result will be a decrease 
in the number of physicians to be graduated in 
the years ahead. Furthermore, if these students 
return to complete their medical courses after 
their military training, they will have dis- 
charged their obligations under the Selective 
Training and Service Act and so cannot be ex- 
pected to accept additional training service after 
graduation. 

The National Headquarters of Selective Serv- 
ice has advised Local Boards of their author- 
ity to grant deferment to students who are con- 
sidered “necessary men” in training for an occu- 
pation or profession which is essential to the 
“national health, safety or interest” and in which 
there is a present or probable shortage of trained 
personnel. In addition, both National Head- 
quarters and Minnesota State Headquarters have 
issued memoranda to Local Boards providing data 
and factual information concerning the need for 
and relative shortage of physicians, and advising 
that no student “who gives reasonable promise 
of becoming an acceptable medical doctor be 
called to military service before attaining that 
status.” This is as much as National and State 
officers can do under the law. The ultimate 
decision rests with Local Boards or Appeal 
Boards. 


The University of Minnesota has given careful 
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consideration to the problem of deferment of 
military service for students and has decided to 
recommend deferment for those students who, 
in the opinion of the appropriate University au- 
thorities, should be granted deferment in ac- 
cordance with the provision and intent of the 
Selective Service Act. Medical students are in- 
cluded in the preferred groups for whom recom- 
mendation will be considered. There will be no 
group recommendations. Each individual student 
will be given special consideration on the basis 
of his progress to date, his class standing, and 
the probabilities of his successful completion of 
the course within a reasonable time. Recom- 
mendations will be initiated by the Dean, passed 
upon by the University Committee on Deferment 
of Military Service and transmitted to the Presi- 
dent for his consideration and recommendation 
to the Local Boards. 

It is our hope that Local Boards will act fa- 
vorably upon these individual recommendations, 
each of which will have received careful con- 
sideration by the University before submission to 
the board. In order to obtain favorable action, 
however, it is essential that Local Boards have a 
clear understanding of the situation. They must 
understand that no exemption from military serv- 
ice for these students is even suggested. Every 
one of them who is physically fit will be obli- 
gated to go into the military service upon the 
completion of his medical course. Under the 
present law this is the only way in which our 
armed forces can obtain the services of the phy- 
sicians which they need. The only alternative 
would be a special draft for physicians, and even 
that would create serious shortages of medical 
service for the civilian population. To avoid 
such catastrophe, it is essential that physicians, 
health officers and others who understand the 
urgency of the situation do everything in their 
power to convince Local Selective Service Boards 
that deferment of military service for medical 
students is essential both for the defense pro- 
gram and for the national welfare. 


Special Qualifications for Medical Officers 


Next, let us turn to the more direct considera- 
tion of the subject assigned to me: namely, the 
qualifications of Medical Officers of the Future. 
In view of the inevitability of military or naval 
service for every qualified medical graduate it is 
obvious that our medical schools have become 
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training institutions for medical officers as well 
as for physicians to serve the civilian population. 
This raises the question as to the type of training 
that these future medical officers should have. 
First and foremost every medical officer must 
have a sound and thorough medical education. 
Specific evidence of the official recognition of 
this basic requirement is the regulation that only 
graduates of approved medical schools are eligi- 
ble for commissions in the Medical Corps of the 
Army and the Navy. This much is an accepted 
requirement. The next question is whether the 
curriculum which has been formulated primarily 
for the training of civilian physicians should be 
modified for the training of medical officers, and, 
if so, in what manner. 


The Care of Emergencies 


The needs for medical services in times of 
war are largely of an emergency nature. In 
modern warfare this is just as true among the 
civilian population as among the armed forces. 
Consequently, physicians will be called upon to 
meet many more emergencies of all types than 
in peacetime practice. 

With this in mind the medical faculty of the 
University of Minnesota introduced, approxi- 
mately a year ago, a special course in first aid 
for freshmen medical students. The instruction 
and practice in this course provides these stu- 
dents with a background for dealing with most 
of the emergency situations with which they may 
be confronted either as medical students or as 
physicians. This course has been popular with 
the students and in addition to its own intrinsic 
value it has served to stimulate their interest in 
certain of the fundamental science courses such 
as anatomy which they are studying at the 
same time. 

The medical officer must be familiar also with 
the best methods of dealing with the special haz- 
ards of modern war, such as: various types of 
wounds, burns from gas, incendiary bombs and 
flame throwers, poison gas inhalation, etc. Spe- 
cial bulletins on these topics are being prepared 
for the Medical Department of the Army by 
special committees of the National Research 
Council. Copies of these may be obtained from 
the Government Printing Office. 


Special Physical Examinations.—Important 
among the special skills of medical officers is the 
ability to make discriminating physical examina- 
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tions of new recruits. It is essential both that 
disqualifying defects be recognized and that un- 
important physical findings be properly devalu- 
ated. Tuberculosis alone among the soldiers of 
the last war has already cost this country ap- 
proximately a billion dollars for hospital care, 
insurance, compensation and vocational training, 
and these expenditures are still continuing at the 
rate of about three million dollars per month. 
Some of these infections doubtless were ac- 
quired in service, but unquestionably the great 
majority of them were present, although unrec- 
ognized, at the time that the infected individuals 
entered the service. It has been estimated that 
it costs about $10,000 to induct a man suffering 
from tuberculosis and about $50 per month 
thereafter, plus compensation benefits for his de- 
pendents after death.1_ The use of modern diag- 
nostic techniques makes it possible to recognize 
practically all of these infected individuals at the 
time of the examination. Our medical officers 
should be trained and provided with the facilities 
to use these techniques. 

Other aspects of the physical examination for 
which special skills are necessary are the inter- 
pretation of heart murmurs, the estimation of 
cardiovascular efficiency, the neuropsychiatric 
examination, and examination of the eyes and 
ears, particularly for aviators. 


Psychiatric Problems of War Time.—Medical 
officers of the future need to be specially trained 
in the field of psychiatry. War has always pre- 
cipitated latent emotional instabilities into in- 
capacitating psychoses or psychoneuroses. Dur- 
ing the past war we labeled many of these as 
shell-shock. By so doing we felt, all too fre- 
quently, that we had accomplished something, 
although the understanding and the treatment of 
the patient was not improved in the least by the 
use of this new terminology. The loss in ef- 
ficiency of the armed forces occasioned by emo- 
tionally unstable soldiers is enormous and the 
cost to our government for the care of the 
psychiatric patients in the last war has long 
since passed the billion-dollar mark. 

In building an arniy, the emotional stability 
and morale of the soldiers are of vital importance. 
Modern warfare utilizes the instillation of fear 
and the war of nerves as potent weapons. The 
dive bombers, screeching shells, incendiary 
bombs, parachute troops, sabotage, interruption 
of communications are demoralizing in their ef- 
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fect. French resistance melted under it when 
pitted against the German army whose morale, 
according to William Shirer,’ was “fantastically 
good.” As an example, he mentions “a company 
of engineers, that was about to go down to the 
Scheldt River to lay a pontoon bridge under 
enemy fire. The men were reclining on the edge 
of a wood reading the day’s edition of the army 
daily paper, the Western Front. I have never 
seen men going into battle from which some were 
sure never to come out alive so—well, non- 
chalant.” 

Under such conditions emotionally unstable 
soldiers are not only worthless to an army but 
a distinct liability. They never make good sol- 
diers and as many of them as possible should 
be excluded at the time of the entrance physical 
examination. Special skill, care, training and 
time are necessary to identify these potentially 
psychopathic individuals and prevent their in- 
duction into the Army. Many, however, are 
certain to again get into our Army. For these 
the medical officer must be constantly on the 
alert. Under military training, emotionally un- 
stable individuals are almost certain to exhibit 
suggestive symptoms. Their commanding offi- 
cers may note that they do not accept discipline 
or develop well under training. Such symptoms 
should be called to the attention of the medical 
officer, who, in turn, needs special training and 
experience to deal effectively with these prob- 
lems. 

At the University of Minnesota we have been 
able, during the past few years, to greatly 
strengthen the psychiatric training of our medi- 
cal students. The addition of the psychiatric 
unit to the University Hospital has enabled us 
to institute clinical clerkship training in this field. 
Still more recently we have been able to add 
experience in the Psychiatric Clinic for Children, 
where the students have had an opportunity to 
study the diagnosis and treatment of emotional 
instability in its early stages. All of this, how- 
ever, will be supplemented for these future medi- 
cal officers whom we are training with special 
instruction concerning the psychiatric problems 
of modern warfare. 


Public Health Responsibilities of Medical O ffi- 
cers.—Another major responsibility which a med- 
ical officer must assume lies in the field of public 
health, particularly in epidemiology and sanita- 
tion. It is the medical officer in the Army who 
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is responsible for the prevention and control of 
communicable diseases, for the general sanitation 
of the camp, and for the safety of food, milk 
and drinking water. Upon his competence in 
these fields may depend the health and effective- 
ness of large numbers of troops. Outbreaks of 
epidemic diseases practically always accompany 
the mobilization of armies. During the last war, 
measles, mumps, meningitis, influenza and pneu- 
monia occurred in epidemic proportions in many 
of the camps and greatly reduced the effective- 
ness of large units of the Army. Adequate 
safeguards over food and drink can easily be 
established in permanent or semi-permanent 
camps; but the modern, rapidly moving army, 
frequently operating in small units, must be pre- 
pared to meet these hazards in an emergency 
manner. Medical students are regularly given 
instruction in these subjects but additional em- 
phasis needs to be placed upon them in order that 
our graduates may be qualified for these special 
responsibilities which they will be called upon 
to assume. 


Administrative Responsibilities—Still another 
requirement of the competent medical officer is 
an understanding of the organization and opera- 
tion of an army and particularly of its medical 
department. In time he will learn much of this 
by experience but he will be able to discharge 
his responsibilities more promptly and more 
efficiently if he has as much familiarity with his 
duties as possible before being called upon to 
accept them. In our defense program time is 
an all important factor. Special series of lec- 
tures are being given to our senior medical stu- 
dents who are not in the Reserve Officers Train- 
ing Corps course to acquaint them with the ad- 


ministrative duties and relationships of medical 
officers. 


Need for Specialists—These are some of the 
qualifications which medical officers as a group 
should possess. In addition, the medical officer 
in special situations needs still further qualifica- 
tions. The surgeons, the internists, the radiol- 
ogists, and the other specialists who are assigned 
to military or naval hospitals need to be thor- 
oughly competent in their specialties and familiar 
with their application to war casualties. The 
flight surgeon must be skilled in the physical ex- 
aminations required of aviators and thoroughly 
acquainted with the special medical and health 
problems of aviation, such as fatigue, aerial 
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equilibrium, air sickness, effects of decreased at- 
mospheric pressure, evacuation of war wounded 
by airplane ambulance, etc. 


Medical schools have recognized their respon- 
sibilities for the better preparation of medical 
officers and are attempting to meet them. The 
Army will provide a certain amount of training 
as well as experience for medical officers after 
they are called to active service. In addition to 
all this, the individual physician should prepare 
himself, so far as possible, for the special re- 
sponsibilities which he may be called upon to as- 
sume either in the armed forces or among the 
civilian population during the modern war. Much 
can be done in this regard with the aid of such 
books as “The Military Medical Manual” ;> Dun- 
ham’s “Military Preventive Medicine,” ® Arm- 
strong’s “Aviation Medicine,’ the bulletins pub- 
lished by the Government Printing Office for the 
Medical Departments of the Army and the Navy, 
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the Medical Preparedness Section of the Journal 
of the American Medical Association, and the 
new journal entitled War Medicine published by 
this same association. 


As a profession let us prepare ourselves as 
quickly and as effectively as possible for the im- 
portant part which medicine must play in our 
National Defense Program. 
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CHEMOTHERAPY IN THE TREATMENT OF STREPTOCOCCAL INFECTIONS* 


WALLACE E. HERRELL, M.D., and ALEX E. BROWN, M.D. 


Rochester, Minnesota 


HE use of chemotherapy in the treatment of 

infections produced by pathogenic bacteria 
belonging to the rather large group classified as 
streptococci has modified the practice of medicine 
greatly in the past few years. The variability of 
the response of infections due to different strains 
of streptococci is an important factor in the selec- 
tion of the drug most suitable in each instance. 
The proper selection of the drug of choice, the 
dosage and the method of administration are by 
far the most important considerations in deter- 
mining ihe results obtained in this form of treat- 
ment. An attempt will be made here to record 
on a basis of our experience the methods of 
choice in the treatment of various types of in- 
fections in which streptococci have been the etio- 
logic agent. 


Infections Due to Hemolytic Streptococci 


In general, infections due to hemolytic strep- 
tococci may be classified in three major groups: 

*From the Division of Medicine, The Mayo Clinic, Rochester, 
Minnesota. Read by Dr. Herrell before the annual meeting of 
the Minnesota State Medical Association, St. Paul, Minnesota, 
May 28, 1941. 
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(A) those infections resulting in a very acute 
fulminating disease in which high concentrations 
(12 to 16 mg. per 100 c.c. of blood) of the drug 
in the blood stream are not only desirable but im- 
perative in order to obtain satisfactory results. 
In this group will be found septicemia, meningi- 
tis, fulminating infections of tissues including 
erysipelas, puerperal sepsis with peritonitis, and 
so forth. The second group of infections (B) in- 
cludes those which are moderately severe but in 
which lower concentrations of sulfonamide com- 
pounds (5 to 9 mg. per 100 cc. of blood) are 
satisfactory. In this group will be found ab- 
scesses, adenitis, cellulitis, lymphangitis, tonsilli- 
tis and peritonsillar abscess, and sinusitis. A 
third group of infections (C) in which low con- 
centrations (3 to 4.mg. per 100 c.c. of blood) 
are required includes infections of the urinary 
tract. 


Chemotherapy in Group A.—It is in the first 
group of cases referred to that the adequacy of 
treatment is of prime importance. Sulfanilamide 
still remains the drug of choice in the treatment 
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TABLE I. SULFONAMIDE TREATMENT FOR 
STREPTOCOCCAL SEPTICEMIA 
Comparison of Results in Cases With and Without 



























































Treatment 
No 
Sulfonamide sulfonamide 
compounds compounds 
1937-1940 1934—1940* 
Re- Re- 
covered covered 
Total Total Pp 
Organism patients} No.| % |patients No. | % 
Hemolytic 
streptococcus 47 30 | 64 69 19 | 28 
Streptococcus S - 
(green producing) Tf 12 9 | 75 7 5 | 71 








*Quantities under this heading include those patients who, 
although the drugs were available through part of the period 
concerned did not, for some reason, receive them. se 

¢+There were also 177 cases of subacute bacterial endocarditis 
from 1934 to 1940, inclusive, with no recoveries regardless of 
type of treatment. 


of septicemia due to hemolytic streptococci. The 
drug may be administered by mouth or subcu- 
taneously. Initial doses of 3 to 3.5 gm. followed 
by 1 gm. at four-hour intervals throughout the 
day will result usually in adequate concentra- 
tions. Sulfanilamide administered subcutaneous- 
ly, for instance, 0.8 per cent solution in saline, is 
used only in treatment of patients who are unable 
to take medication by mouth. In such cases our 
procedure has been to administer 400 to 500 c.c. 
of such a solution as an initial dose and to repeat 
the subcutaneous medication every six to eight 
hours as necessary to maintain the desired con- 
centrations in the blood. The additional adminis- 
tration of sodium bicarbonate, 40 to 60 grains 
daily, is indicated, since acidosis develops in some 
instances when patients receive sulfanilamide. 
Sulfapyridine given orally or intravenously in 
the form of sodium salt in a 5 per cent solution 
in distilled water may be used also in the treat- 
ment of hemolytic streptococcal infections of the 
severe type. In fact, this drug is particularly 
suitable in the treatment of streptococcal menin- 
gitis. These patients often are unable to take 
medicine by mouth and the intravenous use of 
sodium sulfapyridine affords a method of quick- 
ly arriving at concentrations desirable in the 
treatment of meningitis. Soon after the admin- 
istration of 50 to 75 c.c. of the solution, the con- 
centration in the blood will range between 4 and 
5 mg. per 100 c.c. If the total daily intake of 
fluid does not exceed 3,000 c.c., the concentration 
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of sulfapyridine may be maintained by repeating 
the intravenous doses at six-hour intervals. Sul- 
fathiazole is not considered useful in the treat- 
ment of meningitis due to hemolytic streptococci, 
since it has been shown that this drug does not 
diffuse readily into the cerebrospinal apparatus. 


Perhaps the greatest single factor in the possi- 
ble recovery of a patient suffering with either 
septicemia or meningitis is the adequacy of treat- 
ment and likewise the most important single fac- 
tor concerned in the adequacy of treatment is the 
maintenance of a concentration of sulfonamide 
compounds between 12 and 16 mg. per 100 c.c. 
of blood. This is indicated clearly in the results 
which were reported by us* in the treatment of 
septicemia over a three-year period between 1937 
and 1939. Approximately 70 per cent of patients 
suffering from hemolytic streptococcal septicemia 
recovered if adequately treated. On the other 
hand, the recovery rate was only 30 per cent in 
the cases in which treatment was inadequate. 
This recovery rate in the latter group is no better 
than the recovery rate reported by Rosenow and 
Brown for a similar period before sulfonamide 
compounds were available. This observation 
serves merely to reémphasize the fact that, if one 
is not willing to treat patients with these drugs in 
amounts necessary to maintain the blood concen- 
trations at the higher levels, the results are no 
better than if chemotherapy is completely with- 
held from the patient. 

A recent analysis of the results in the treat- 
ment of septicemia including our experience for 
the past four years again emphasizes this factor 
vividly (Table I). Failure to recover from sep- 
ticemia can be explained now only on one or two 
factors. The first is the question of adequacy of 
treatment, in which lies the only hope for im- 
provement in recovery rates in this group of 
cases. The other factor which will account for 
failures if patients are treated adequately is the 
development of a vegetative heart lesion or in- 
fected thrombophlebitis during the course of 
treatment. When such a condition ensues, one is 
dealing with a focus in direct communication 
with the blood stream, and such a focus results 
in a prognosis identical with that which exists in 
the treatment of subacute bacterial endocarditis. 

It has been pointed out previously that the 
factor of age has been considered very significant 
in the possible recovery of a patient suffering 
with septicemia. For example, Rosenow and 
Brown reported a 9 per cent recovery rate among 
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patients fifty years of age or more suffering from 
hemolytic streptococcal septicemia up until 1936. 
In the past four years, since the advent of chemo- 
therapy, we have observed a recovery rate of 59 
per cent among patients fifty years of age or 
more (Table II). Better than a sixfold improve- 
ment in a recovery rate for patients in this age 
group is ample justification not only for the ex- 
istence but the continuation of the methods which 
have been employed. 


Chemotherapy in Group B.—The early oral 
administration of adequate doses of sulfanila- 
mide or azosulfamide (neoprontosil) in the 
group of cases classified here in group B is per- 
haps the greatest single factor in the prevention 
of the development of the more severe complica- 
tions of streptococcal infections found in group 
A. The early administration of these drugs in 
treatment of ordinary abscesses, cellulitis, lymph- 
angitis and even sinusitis not only may shorten 
the course of the patient’s illness but at the same 
time may prevent septicemia and meningitis, the 
mortality rates for which are extremely high. In 
order to maintain concentrations sufficient to 
overcome this group of infections, it is seldom 
necessary to employ more than 4 to 6 gm. of the 
drugs daily. Even in some of these conditions it 
may be necessary at times to administer sulfa- 
nilamide subcutaneously, but as a rule this is not 
necessary in this group of cases. One significant 
feature to be stressed in the management of these 
conditions is the continuation of chemotherapy 
until after all signs of the acute infection have 
subsided. As a rule it is better to discontinue the 
administration of sulfonamide compounds in all 
of these cases gradually rather than to terminate 
treatment abruptly. Many of the patients in this 
group may be ambulatory, although no rule may 
be employed concerning this aspect of their man- 
agement except clinical judgment. 


Chemotherapy in Group C.—The management 
of patients suffering with infections which fall 
into group C is somewhat more simple than the 
management of patients in the two groups pre- 
viously described. Here the concentrations in the 
blood of sulfonamide compounds, either sulfanil- 
amide, azosulfamide (neoprontosil), sulfapyri- 
dine or sulfathiazole, are relatively unimportant. 
For the average adult small daily doses of 2 or 
3 gm. usually will produce urinary concentrations 
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TABLE II. SULFONAMIDE TREATMENT IN HEMO- 
LYTIC STREPTOCOCCAL SEPTICEMIA 
Age Factor in Cases With and Without Treatment 















































Sulfonamide No sulfonamide 
compounds compounds 
1937-1940 1934-1936 
Recovered Recovered 
Age, years Total Total -- 
patients| No. | % | patients} No.| % 
0-24 11 10 91 14 8 57 
25-49 19 10 53 25 8 32 
50 and more 17 10 59 22 2 9 
Total 47 30 | 64 61 18 30 























which are adequate in the treatment of these in- 
fections. 


Infections Due to Green-producing 
Streptococci 


In the infections from which may be recovered 
streptococci belonging to the so-called viridans 
group of organism, the clinician is confronted 
with perhaps one of his most difficult problems 
in chemotherapy. Fortunately, however, most of 
the infections due to streptococci in this group 
respond fairly well to either sulfanilamide or sul- 
fapyridine, provided that the organism is not an 
enterococcus or Streptococcus fzcalis. 


Fortunately, infections resulting from the en- 
terococcus or Streptococcus fecalis group are not 
very common. Only one case of septicemia asso- 
ciated with Streptococcus fzcalis has been ob- 
served in the Mayo Clinic in the past four years. 
Sulfathiazole is by far the drug of choice in the 
treatment of infections due to this organism. 
Negative blood cultures were obtained easily by 
the use of sulfathiazole in the case referred to. 


Subacute Bacterial Endocarditis —Many claims 
colored by therapeutic enthusiasm have been 
made concerning the effectiveness of chemother- 
apy in the treatment of subacute bacterial endo- 
carditis. From 1934 to 1940, inclusive, 177 cases 
of subacute bacterial éndocarditis were observed 
in the Mayo Clinic. Combinations of sulfanila- 
mide, sulfapyridine and the thiazoles have been 
used repeatedly in different groups of these pa- 
tients. The sulfonamide compounds have been 
given alone and in conjunction with fever ther- 
apy and with intravenously administered heparin. 
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One report on a selected group of these cases 
has been made by Krusen and Bennett. To date 
we cannot record a single recovery resulting from 
this method of treatment. There are, no doubt, a 
few scattered cases in which recovery has oc- 
curred, but recovery was reported before the ad- 
vent of sulfonamide compounds. 


The failures resulting from chemotherapy in 
subacute bacterial endocarditis cannot be record- 
ed, however, because of the inability of sulfona- 
mide compounds to inhibit most of the organisms 
in the group known as green-producing strepto- 
cocci. The failure is purely because of the pres- 
ence of a focus in direct communication with the 
blood stream which cannot be eradicated. Ample 
evidence is present to attest the effectiveness of 
sulfonamide compounds against most of the or- 
ganisms in the green-producing streptococcus 
group. For example, during the period from 
1937 through 1940, 75 per cent of patients who 
had positive blood cultures or septicemia without 
bacterial endocarditis recovered under adequate 
treatment with sulfonamide compounds (Table 
I). Sulfanilamide and sulfapyridine were the 
drugs used in all of these cases with the excep- 
tion of the one case referred to in which Strep- 
tococcus fecalis was present. 


In the ordinary or mild infections of the uri- 
nary tract associated with the presence of a 
green-producing streptococcus, sulfanilamide or 
sulfapyridine usually will produce the desired 
results providing, of course, the foci are eradi- 
cated adequately. In the treatment of infections 
due to Streptococcus fecalis, the thiazole deriva- 
tives are the drugs of choice. 


Infections Due to Anaérobic Streptococci 


It is generally agreed that neither sulfanila- 
mide, sulfapyridine nor sulfathiazole is effective 
against infections due to anaérobic streptococci. 
Since most of these infections may have associ- 
ated streptococci which do not belong to the an- 
aérobic group, it seems reasonable to continue the 
use of these drugs, although it seems reasonably 
certain that they may not affect the anaérobic or- 
ganisms. This treatment in itself may be enough 
at times to swing the balance in favor of the re- 
covery of a patient who may be suffering with a 
severe infection. due to a mixed group of or- 
ganisms. 
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Local Chemotherapy in Streptococcal 
Infections 


Sulfonamide compounds may be used locally 
in one of two ways in the management of strep- 
tococcal infections: (1) as prophylaxis against 
infection, and (2) to treat infection already ex- 
isting either in superficial tissues or in body 
cavities. 

The drugs may exert a local bacteriostatic ef- 
fect or in some instances they may stimulate lo- 
cal tissue resistance. It seems fairly certain at 
any rate that the local use of sulfonamide com- 
pounds exerts a beneficial effect on the healing 
of infected wounds. This effect cannot be ex- 
plained purely on the basis of the presence of 
sulfonamide compounds in the general circulation 
after their local application, because clinical re- 
sponse often has been far beyond that which 
might be expected from concentrations resulting 
from local application. 


In the treatment of superficially infected 
wounds we have used sulfanilamide and in some 
instances sulfathiazole* in the treatment of infec- 
tions associated with streptococci. Sulfapyridine 
has not been used. The agents may be applied 
in the form of a dusting powder or in the form 
of wet dressings which consist of sulfanilamide 
in saline solution. Both of these drugs have been 
placed directly into compound fractures. Definite 
beneficial results have been observed not only 
therapeutically but prophylactically in the treat- 
ment of infections of bone. Since sulfonamide 
compounds do not concentrate in osseous tissue, 
the higher concentration resulting from their di- 
rect implantation into these tissues is a distinct 
advance in the treatment of infections which oc- 
cur primarily in bone. Both sulfanilamide and 
sulfapyridine may be used to advantage in the 
irrigation of empyematic cavities associated with 
infections due to a streptococcus. 


The direct implantation of either sulfanilamide 
or sulfathiazole in amounts of 75 grains (5 gm.) 
directly into the peritoneal cavity at the time of 
operation for a ruptured or abscessed appendix 
as well as other bowel lesions has reduced mark- 
edly the mortality and morbidity rates associated 
with these conditions in the past two years at the 
Mayo Clinic. While most of these conditions are 
associated with other organisms in addition to 
streptococci, streptococci are nearly always pres- 
ent. Concentrations of the drugs may reach 400 
to 600 mg. per 100 c.c. in the peritoneal exudate 
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after this procedure and the convalescence of the 
patient is markedly benefited. Objections have 
been raised by some to the use of these drugs lo- 
cally, primarily on the basis of possible hepatic 
damage because of the possibility of high concen- 
trations of these drugs in the portal system. This 
objection is without foundation in fact. All sul- 
fonamide compounds absorbed from the intesti- 
nal tract after oral administration of doses which 
are far in excess of 75 grains daily must reach 
the liver and the general circulation through the 
portal system. This fact in itself would render 
untenable the belief that intraperitoneal implan- 
tation of 75 grains of either of these compounds 
is associated with any danger of hepatitis. Hepa- 
titis with jaundice is more likely to follow sup- 
puration and peritonitis when sulfonamide treat- 
ment is not given than when it is given. 


Gramicidin Treatment of Streptococcal 
Infections 


Since the description of gramicidin, a sub- 
stance isolated from a soil bacillus by Dubos, 
much interest has been aroused concerning its 
possible use in the treatment not only of strepto- 
coccal infections but of all infections associated 
with Gram-positive organisms. This substance is 
a highly effective bacteriostatic agent for most of 
the Gram-positive pathogenic bacteria commonly 
encountered. The recent observations by Heil- 
man and one of us (Herrell)? concerning the 
hemolytic effect of this substance render it un- 
safe at the present time for general use, espe- 
cially where the substance may come in direct 
contact with the blood stream. Recently one of 
us (Herrell) and Heilman® have reported on the 
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use of crude gramicidin (tyrothricin) in the local 
treatment of wounds from which streptococci as 
well as other Gram-positive organisms have been 
isolated. This substance does not appear to pro- 
duce any damaging effect on the tissues. In fact, 
the wounds heal well after its use. This latter 
effect may not result from any stimulating influ- 
ence of gramicidin on tissue but rather from the 
bacteriostatic effect of the substance against most 
forms of streptococci commonly encountered. The 
substance is in no way related to sulfonamide 
compounds and preliminary observations would 
tend to indicate that its action is entirely unlike 
the action of any of the sulfonamide compounds. 
If the hemolytic property of this interesting sub- 
stance, gramicidin, can be removed and at the 
same time its bacteriostatic effect can be pre- 
served, an entirely new approach may ensue in 
the treatment not only of streptococcal infections 
but of many infections associated with other 
Gram-positive pathogenic bacteria. At the same 
time chemotherapy may also be placed on a more 
rational basis. 
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CHEMOTHERAPY IN ACUTE OTITIS MEDIA AND MASTOIDITIS* 


JOHN F. CURTIN, M.D. 


Minneapolis, Minnesota 


OLLOWING the miraculous success of sul- 

fanilamide in the treatment of streptococcic 
meningitis, chemotherapy was widely instituted 
in the treatment of all cases of otitic infections 
without due regard to the recognition of the caus- 
ative organism. 


The results for some time were not so im- 
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pressive because little was known as to the dos- 
age, the duration of medication and what factors 
should determine thé continuation or discon- 
tinuation of the treatment. 

During the past four years a great deal has 
been learned as to both the rationale of chemo- 
therapy and its toxic effects. Although we are 


not altogether sure about the modus operandi 
of this group of drugs, nevertheless certain 
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definite information has been obtained from 
many valuable observations. 


In considering the use of sulfanilamide and its 
related drugs in infections of the ear and mas- 
toid, it would seem in place to briefly consider 
the variations in the anatomy of the mastoid 
bone. Dependent upon the degree of pneumatiza- 
tion which has taken place, we may find the large 
pneumatic-celled type, the small celled type or 
the sclerotic type, the last of which may con- 
tain few if any cells. Any infection of the mid- 
dle ear or mastoid is, therefore, greatly influenced 
by the structure of the bone. In the large celled 
variety, as stated by Williams in a recent paper 
not yet published, the infection travels along the 
mucosa of the cells and causes this mucosa to 
secrete so much fluid into the cells that pressure 
necrosis of the bony trabecule results. In the 
small celled or sclerotic type, because of the great- 
er thickness of the submucosal tissue and its 
tremendous vascularization, the disease spreads 
by phlebitis of the veins. 

The infection in the middle ear comes either 
by way of the lumen of the eustachian tube or 
along the submucosal lymphatics of the tube. For 
the most part it is generally agreed that the eu- 
stachian tube is the canal through which the 
infection travels from the nasopharynx to the 
middle ear. 

According to Lillie’s classification we have two 
definite clinical pathological types, the osteo- 
thrombophlebitic type and the suppurative coales- 
cent type. In the first type, the infection spreads 
by infective thrombophlebitis of the small ves- 
sels of the mastoid bone and in this variety the 
symptoms of sepsis are apt to appear early in the 
disease. In the suppurative coalescent mastoidi- 
tis the infection spreads along the lining of the 
cells and due to pressure, necrosis of the mucous 
membrane and of the bony trabeculz takes place. 
This type occurs for the most part in the large 
pneumatic mastoid and complications are less 
frequent than in the thrombophlebitic type. 

In reviewing the literature on the effect of 
chemotherapy in the treatment of infections of 
the ear and mastoid, one can find just about 
the kind of a report he desires. 

Lyons at the Massachusetts Eye and Ear In- 
firmary has shown that sulfanilamide weakens 
the virulence of the hemolytic streptococci and 
that the organisms regain their virulence on the 
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withdrawal of the drug. His work has also 
shown the advantage of antibacterial antibodies 
when used as adjuncts to sulfanilamide therapy. 

In a series of 200 cases reported at the above 
institution Converse found the Streptococcus hem- 
olyticus present in eighty-three cases and in only 
nine instances did mastoiditis develop. Four cases 
are reported in which there was a recurrence of 
the otitis media on the withdrawal of the drug 
and in three other cases there was a late occur- 
rence of meningitis in patients treated with small 
doses of sulfanilamide after mastoidectomy. 
These cases, according to the author, demonstrate 
that sulfanilamide therapy once instituted for 
good and sufficient reason should be continued 
until there is absolute subsidence of the infec- 
tion. 

On the other hand Hebble at the Children’s 
Hospital in Philadelphia reports seventeen cases 
of otitis media with some clinical signs of mas- 
toiditis where the infecting organism was the 
Streptococcus hemolyticus. Four patients recov- 
ered on medical treatment whereas on the other 
thirteen a complete mastoidectomy was _per- 
formed. 

In analyzing these cases there are several pos- 
sible reasons for the possible failure of chemo- 
therapy. In the first place, the initial dosage 
was insufficient and the therapy was discontin- 
ued too early in many instances and again some 
of the patients had a surgical involvement when 
chemotherapy was instituted. 

At the University of Chicago clinics during 
the last three or four years the number of op- 
erations for mastoiditis has decreased markedly 
and this is definitely in keeping with our own 
observations. Lindsay in November reported ten 
cases of complications of otitic origin such as 
meningitis, abscess under the dura and petrositis. 
His conclusions or deductions were that chemo- 
therapy is most successful in treating a compli- 
cation which has spread by vascular routes. This 
corresponds to our own experiences and has been 
expressed by a number of authors such as Lil- 
lie, Williams and others. 

Authors such as Long and Bliss feel that mas- 
toiditis caused by the Stg2ptococcus hemolyticus 
or the pneumococcus can be controlled by chemo- 
therapy and some have gone so far as to say that 
surgical mastoiditis can be cured by sulfanila- 
mide and allied preparations. 
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Goodyear, along with others, on the other hand, 
feel that otitis media due to the Streptococcus 
hemolyticus, when treated with sulfanilamide, 
will show a favorable response within four days 
and, if not obtained in such a time, the drug 
should be discontinued to avoid its masking ef- 
fects. 

Kopetsky claims that chemotherapy does not 
have the same effect on organisms located in ac- 
tive bony lesions. 

Fenton feels that sulfanilamide may mask the 
clinical evidence of active infection in the mas- 
toid until serious complications have taken place. 
In support of this observation we can report two 
cases, one of meningitis and the other of sinus 
thrombosis, both of which were treated for weeks 
with sulfanilamide and considered to be progress- 
ing nicely toward recovery. 

In a series of 100 cases of scarlet fever treat- 
ed by Sako, Dwan and Platou with sulfanila- 
mide, only eight developed complications, five 
of which were otitis media. In 100 cases not 
treated with this drug, the authors found forty- 
one complications and seventeen of these were 
otitis media with four cases of mastoiditis. It 
does seem from this good piece of work and sim- 
ilar observations by a few other authors that sul- 
fanilamide given for Streptococcus hemolyticus 
infections prevents, to a great extent, the devel- 
opment of otitis media and subsequent mastoiditis. 

Williams reports a series of 265 patients with 
acute otitis media, 112 of whom received sul- 
fanilamide therapy and 153 did not. Of the 112 
patients, the Streptococcus hemolyticus was the 
offending organism in sixty, the penumococcus 
in sixteen and no organism was identified in 
thirty-six. In the 153 patients not treated, the 
Streptococcus hemolyticus was found in thirty- 
four, the pneumococcus in fifteen and no organ- 
ism in 104. He concluded that there was 14.5 
per cent less surgical mastoiditis in the group 
receiving sulfanilamide therapy over those not 
treated with chemotherapy and he felt that more 
definite protection was obtained in the group in 
which the causative organism belonged to the 
pneumococcus family. 

Over a period of several years we have had 
a series of sixty patients with otitis media, forty 
of whom received chemotherapy and twenty of 
whom received none. Of the forty treated, nine- 
teen showed the Streptococcus hemolyticus, five 
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the pneumococcus and in the remaining sixteen 
there was no definite organism recovered. These 
were given large initial doses and the therapy 
was continued for a week after the subsidence 
of symptoms such as temperature, tenderness, 
leukocytosis, pain and edema. In the streptococ- 
cus group we did three mastoidectomies and in 
the pneumococcus group one operation. The 
group showing no organism contributed two mas- 
toid operations. 


In the untreated group of twenty cases the 
streptococcus was recovered in nine cases, the 
pneumococcus in three cases and the remaining 
eight cases showed no growth. In this group we 
had five operations, three where the streptococcus 
was the causative agent, one each for the pneu- 
mococcus and the no-organism groups. 

In this short series, which is small compared 
to those made at large centers and charity hos- 
pitals, the figures show a 10 per cent statistical 
advantage in favor of chemotherapy. 

There should be a definite procedure followed 
in treating a patient with purulent otitis media. 
At the time of the myringotomy the material ob- 
tained should be cultured and, if a Streptococcus 
hemolyticus or a pneumococcus is obtained, 
chemotherapy is definitely indicated. The patient 
should be hospitalized where he can be observed 
closely and where routine laboratory work, such 
as white counts, urinalyses and hemoglobins, can 
be done. There is sufficient evidence to indi- 
cate that chemotherapy can shorten the course of 
the disease and in a good number of cases pre- 
vent complications. A large initial dose of twen- 
ty-five to thirty grains should be given and then 
fifteen grains every four hours for three or four 
days. If the temperature drops and the discharge 
diminishes, the dosage can be cut to forty or 
fifty grains a day for a few days and then to 
twenty grains a day for a few days. It is nec- 
essary to continue the sulfanilamide for six or 
seven days after the subsidence of symptoms to 
avoid a recurrence of the infection. In pneu- 
mococcus cases smaller doses of sulfathiazol are 
given. ~ 

In children who are acutely ill it is our custom 
to give two grains of sulfathiazole per pound to 
be followed by a maintenance dose of one grain 
per pound. If the desired results are not ob- 
tained, the level of the drug in the blood should 
be checked, because some patients do not get 
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optimal level on this dosage. When sulfanila- 
mide is indicated, one-fourth gram per kilogram 
body weight is given the first twenty-four hours 
to be followed by one-tenth gram per kilogram 
body weight as a maintenance dose. Along with 
the chemotherapy antibacterial serums are often 
a valuable addition. 


Conclusions 


Chemotheropy should be used in the treatment 
of otitis media and mastoiditis, but not in a 
haphazard manner. 

It should be given after a culture has been 
made from the material obtained at myringotomy, 
in large initial doses and continued in a dosage 
which will maintain, if necessary, the blood level 
at ten to fifteen milligrams per one hundred cubic 
centimeters for sulfanilamide and six to eight 
milligrams per one hundred cubic centimeters for 
sulfathiazole. 

The drug should not be discontinued until there 
is an absolute subsidence of symptoms. 

Routine laboratory work should be done to 
detect any evidence of toxicity. 


Diligent observation should be maintained to 
avoid optimism caused by the masking of symp- 
toms. 


Definite evidence of suppuration in the mas- 
toid requires first the exenteration of the cells 
and then chemotherapy. 
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OUR AGING POPULATION* 


J. F. NORMAN, M.D. 
Crookston, Minnesota 


D URING the past ten years the population of 

the United States has changed markedly. 
We are becoming a middle-aged and old-aged 
nation. 

Many articles have been published both in lay 
and scientific journals reviewing this change. It 
is expected that this trend will continue into the 
future. These changes in age structure will 
modify the lives of the American people in many 
ways, socially and economically. The field of 
medicine will be especially affected because the 
type of sickness prevalent in a community, is 
greatly influenced by the age composition of the 
population. 

In the past the combination of high birth rates 
and immigration of young people resulted in 
a population characterized by many young 
adults and a small proportion of older persons. 
Since the beginning of the century, the birth 
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rate has dropped more than one-third, and there 
is practically no immigration. No change in 
birth rate can affect this trend toward advanc- 
ing age in less than twenty or thirty years. If 
we consider sixty-five as the threshold of the old 
age group, 4.1 per cent of the population con- 
stituted this group. With the last census, 1940, 
6.8 per cent belong to this age group. It is esti- 
mated that this number will be 14 per cent by 
1980 with a total number of approximately twen- 
ty-two million over the age of sixty-five. 

This condition has been brought to the public 
notice when the results of the 1940 census were 
published. This paper will be in the nature of 
a review of some of these articles. 

The census proved what was suspected, that a 
lower birth rate and better medical care of in- 
fants and young adults resulted in saving a great 
number who reached middle age and beyond. 
The census figures bring out the fact that persons 
sixty-five years of age and over now number 
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8,956,000 or 6.8 per cent of our total population ; 
an increase of 35 per cent over the number in 
this age group in 1930." 


TABLE 1. EXPECTATION OF LIFE AT BIRTH 








Industrial Department, 1911 to 1940 
Metropolitan Life Insurance Company 
Calendar | Expectation Calendar Expectation 
Year in Years Year in Years 
1940 62.93 1930 57.36 
1939 62.50 1929 55.78 
1938 61.94 1928 55.88 
1937 60.71 1927 56.42 
1936 60.31 1926 55.02 
1935 60.25 1925 55.51 
1934 59.45 1924 55.62 
1933 59.19 1919-1920 51.14 
1932 58.80 1911-1912 46.63 

1931 57.90 

















Gain, 1940 since 1911-1912, 16.30 years 


These changes will affect our economy, our 
institutions, and especially the field of medicine. 
We must plan our medical resources in the light 
of trends which are unalterably upon us. In 
Caesar’s Rome the average expectancy was twen- 
ty-five years; after our American Revolution 
thirty to thirty-five years ; by 1900, the figure was 
fifty years. Today, the expectancy is nearly 
sixty-three years. I might add that the increase 
has been in middle years; that there has been 
no increase in longevity and the person seventy 
years today may not have quite as good a chance 
to live to over eighty, as did one of seventy years 
in Lincoln’s time. If present tendencies continue, 
the population of this country will become sta- 
tionary with a high percentage of people past 
middle-age. Unless a marked change in present 
tendencies occurs by 1950, the percentage of per- 
sons over sixty-four will equal the number of 
children under five years (7.9 per cent). By 
1980, birth rate and death rate may be equal 
at about thirteen per thousand. 

When compared to the rest of the world the 
United States ranks high in expectation of life 
at birth. In recent comparable periods, expect- 
ancy of life here has been greater than in Belgium 
by about three years; England and Wales by a 
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little over one-half year; France by four and two- 
thirds years ; Germany by over one year; Italy by 
almost six and a half years. Switzerland and the 
Union of South Africa had about the same life 
expectancy as the United States. On the other 
hand, the Scandinavian countries, New Zealand 
and Australia, still rank above the United States 
in average length of life. Although these coun- 
tries make better showings as a whole, several 
of our states compare favorably with them. 
These are the central states with Minnesota in 
very high brackets, 65.22 years.® 
TABLE II, PER CENT OF DISTRIBUTION OF TOTAL 
POPULATION BY AGE 
UNITED STATES 


1850 to 1950 


From chart by Louis I. Dublin, Ph.D. 
Metropolitan Life Insurance Company 





Age 1850 |1870 |1890 |1910 |1920 |1930 |1940 |1950 





65 andover| 2.6| 3.0} 3.9| 4.3| 4.7| 54] 63| 7.9 


45 — 64 9.8 | 11.9 | 13.1 | 14.6 | 16.1 | 17.5 | 20.2 21.4 
20 — 44 | 35.1 | 35.4 | 36.9 | 39.1 | 38.4 | 38.3 | 38.8 |39.7 
5-19 | 37.4} 35.4 | 33.9 | 30.4 | 29.8 | 29.5 | 26.4 |23.1 
Under 5 yrs.| 15.1 | 14.3 | 12.7| 11.6] 11.0} 9.5] 8.3] 7.9 





























1850 to 1930 from U. S. census data. 

1940 to 1950 estimated by Thompson and Whelpton. 

The percentage for age sixty-five and over has been found to 
be 6.8 per cent, 1940 census. 


Dr. Louis I. Dublin, statistician of the Metro- 
politan Life Insurance Company, has made an 
extensive analysis of this problem.® He has 
pointed out that the proportion of elderly people 
in our population will increase threefold in the 
next fifty years if present trends continue. There 
will continue to be a drop in the age group be- 
low twenty years. The number of persons per 
one hundred of population who are in the earning 
and producing group of twenty to sixty-four 
years will stay at about the same—about fifty- 
six; but the ratio of the aged to the workers will 
change from the present six to fifty-six, upward 
to seventeen to fifty-six in 1980. From the eco- 
nomic side, an increase in pensionnaires will mean 
an increase in taxes. As to the present rates of 
Social Security taxes, let us remember what hap- 
pened to the fraternal insurance companies of the 
last generation; rates were low after organiza- 
tion, low death rate, rush of new members. The 
companies became older, death rates increased, 
assessments had to be raised. 
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TABLE III. SOCIAL SECURITY, BUREAU LABOR 
STATISTICS 

Means of Support of Persons Sixty-five Years of Age 

and Over in the United States, Compiled and Esti- 











mated, April, 1937. 
Percentage 
Economic Status Number Dis- 
tribution 
Estimated number of persons 65 and 
over in the United States, Jan. 1, 
SE Gia diab a dco Oda Bg ea 7,816,000 100.0 
Self-dependent..................12,746,000 35.1 
By reason of 

Current earnings............. 1,000,000 12.8 

Savings, real estate, securities |1,172,000 15.0 

Federal Pensions............. 104,000 1.4 

State Pensions. .........++.%- 24,000 0.3 

Municipal Pensions. ‘ 42,000 0.5 

Private Industrial Pensions. 150,000 1.9 

Insurance Annuities.......... 204,000 2.6 

ee 50,000 0.6 

ta cae ane is ait 5,070,000 64.9 
Under Social Security Act, Dec., 

eer 1,116,000 14.3 
Emergency Unemployment Relief, 

Poor Relief, Old Age Assistance.| 268,000 3.5 
ee rere 67,000 0.8 
Other Agencies. . 139,000 1.7 
—o on Friends and Rela- 

tives. . {3,480,000 44.6 











The Social Security Act apparently planned 
on a fund of 47 billion dollars by 1980. With 
present population trends there will be a need of 
near 60 billion dollars. There is reason to doubt 
that such a fund will ever be accumulated. The 
tax proceeds from this act should amount to 
one billion dollars a year, but the Treasury is 
allowed to turn this amount into an attempt to 
balance the Federal Budget, issuing United States 
bonds or buying old bonds. It is here that this 
act parts company with the established insurance 
practice. The insurance company uses its funds 
to buy tangible assets, from bonds of corpora- 
tions to farm loans, all with earning power. 
The monies paid into the old age fund will have 
no earning power, and must become a financial 
strain on any government. There will be some 
limit to the ability of the producing classes to 
pay taxes, then. 

Almost 65 per cent of the 8,000,000 persons in 
the United States who were sixty-five years or 
over at the beginning of 1937, were dependent. 
This was the conclusion reached in a study re- 
cently made by the Social Security Board, pub- 
lished in the March, 1938, issue of the Social 
Security Bulletin.? 

A marked change in attitude is noted in the 
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relatives of these old people in regard to helping 
them. Formerly, it was taken for granted that 
members of their families would assume charge 
of them and the public was not asked to assume 
the burden of their care. With new legislation 
and easier charity from the government there is 
a growing tendency for sons and daughters to 
avoid care or housing of indigent parents. This 
brings many of them into our smaller hospitals, 
individuals who could often be cared for at 
home with little effort. Such effort is not made, 
and a demand is made that the public assume 
the full burden. 


It is noted that as of April, 1937, 12.8 per cent 
or 1,000,000 of these old people lived on current 
earnings. The condition of unemployment re- 
cently showed improvement with young men be- 
ing called into the army. Because of the absorp- 
tion of young men into the army and a greatly 
increased manufacturing industry, a demand is 
being created for older workers. May 4, 1941, 
was designated by the President as National Em- 
ployment Sunday and the week following as 
National Employment week, in a proclamation of 
April 3, 1941. This proclamation pointed out 
that numerous older workers with excellent abil- 
ities and skills are still unemployed. It was also 
pointed out that many of these middle-aged un- 
employed possessed special skills which are val- 
uable in a defense program. 


Fifteen per cent of these old people of sixty- 
five years and over, numbering 1,172,000 as of 
April, 1937, are classed as self-dependent by rea- 
son of savings ; these being savings accounts, real 
estate or securities. With present tax increases 
these self-dependent people will suffer loss of 
income. This will be more of a burden because 
of increased cost of living and may force some 
of them into the dependent group. 


You will note that a considerable number of 
these old age groups are independent because of 
pensions from Veterans’ Administration, Federal 
Employees, and Civil Service. These people 
are classed as self-dependent because during a 
period of years they have worked with the ob- 
ject in view of having this protection for their 
old age. The same may be said to be true of the 
state and municipal pensions. It will be expected 
that veterans’ pensions will increase markedly 
in the future. Private industrial pensions were 
taking care of 150,000 of these old age persons 
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as of 1937. Some 204,000 of this group were 
self-dependent because of annuities. If annui- 
ties are not taxed out of existence they will con- 
tinue to be a source of income for this age group. 

Of the dependent groups over a million per- 
sons were receiving public assistance under the 
Social Security Act. This was as of Decem- 
ber, 1936. Of course the number has increased 
since that time. Some 200,000 were under emer- 
gency employment, relief, old age assistance, poor 
relief, or other. Private homes run by de- 
nominational, fraternal and other organizations 
take care of many; hospitals for mental diseases 
72,000. It will be noted that 3,480,000 were de- 
pendent on friends or relatives, wholly or almost 
wholly. This is quite as it should be and as it 
was in the past generation. Many of these old 
folks have worked and spent their money to edu- 
cate and otherwise prepare their sons and daugh- 
ters for life; the sons and daughters in return 
are paying them back and afford them protection. 
This, however, will become more difficult under 
our present mode of life; small homes, apart- 
ments and limited room. 

Dr. Carl D. Camp, Ann Arbor, has urged a 
more careful evaluation of the medical problems 
of old age. While the study of infancy and its 
diseases has given rise to the specialty of ped- 
iatrics, the study of the involution period seems 
to have been neglected. An intensive study 
should be made of the needs of this period, dis- 
eases peculiar to the period and the modifica- 
tion of symptoms and course of other diseases. 
One cannot set a chronologic age period, for indi- 
viduals differ. Between sixty and seventy most 
men are confronted with the problem of a pos- 
sible change in their manner of life. The ques- 
tion of retirement, change of occupation or mod- 
ification of one’s work must be decided for each 
individual. It is at this period that the indi- 
vidual who has an avocation is fortunate. The 
man who stays on too long is not adjusting him- 
self to his best advantage. If he feels compelled 
to go on in his work or profession, some modifi- 
cation of such work should be planned.* I shall 
not try to discuss the value to society of the 
physicians, lawyers and scientists who go on and 
do excellent work to and beyond eighty years. 
As a general rule one would like the man over 
sixty-five years to continue his occupation or 
interest, modified only to the extent of lessened 
responsibility and more fixed routine. 


DeEcEMBER, 1941 


As a result of the increase in numbers of this 
group, geriatrics should approach pediatrics in 
importance. Studies of the aging process should 
be made and an effort made to improve the com- 
fort of these old people. Cardiovascular dis- 
eases will make up an increasingly large part of 
the medical clientele in the future. Cancer is a 
problem of growing importance and while cancer 
rates will remain about the same, there will be 
growing numbers of cancer patients because of 
the increase of older persons in the population. 
There is the possibility that tuberculosis hospitals, 
when no longer needed for that purpose, may be 
used to take care of a part of the load of can- 
cer and other chronic diseases. Respiratory dis- 
eases continue to take large numbers, but the 
mortality from pneumonia has dropped appreci- 
ably in recent years due to new treatment. It 
may be noted that modern therapy for pneumonia 
is not so efficient in the old as in the young. 

Morbidity statistics are affected by the large 
increase in this group. Old age is characterized 
not only by a high mortality but by a high rate 
of disabling sickness. Acute illnesses of short 
duration predominate in the younger ages; in 
old age these are secondary in importance to 
chronic diseases with disability of months or 
years. The number of invalids per thousand in- 
creases rapidly with the years. While the aver- 
age rate was eleven per thousand for all ages, the 
number of invalids per thousand between the 
ages of sixty-five and seventy-four was 53.5. 

Mental diseases will be an increasing problem. 
Senile psychosis, cerebral arteriosclerosis, and 
similar conditions will overtax existing institu- 
tions. 

In Crookston we have two hospitals, Bethesda 
Hospital and St. Vincent Hospital, with a com- 
bined capacity of just over 100 beds. On June 1, 
1941, there were in these hospitals thirty patients 
of sixty-five years of age or over. During the 
month there were 203 patients admitted to these 
institutions of whom thirty-one were over sixty- 
five years. At the present time in these hospitals 
there are the usual run of paralytics from cere- 
bral accidents, progressive cancer cases, senile 
dementia from cerebral arteriosclerosis and 
others with chronic arthritis and such conditions. 
The hospitals have found these cases a problem. 
During the past years in these hospitals it was 
noted that there was an increase in the number 
of admissions of older patients. 
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The problem is especially hard when the pa- 
tient is physically disabled and mentally normal. 
It is not enough to just keep these individuals 
alive, to feed them and keep them clean. Some 
provision should be made for physical therapy 
through work, some entertainment—something 
to make them look beyond themselves. Being a 
bed-ridden or wheel chair patient will hurry on 
the senile changes and soon we have a depressive 
mental condition. 


An article in Harper’s Magazine for October, 
1939, by Roy Helton, is a good example of a 
review of this subject in a popular lay magazine. 
He advocates that the aging should attempt to 
devise for themselves occupations at which they 
will also create wealth of things or services. He 
feels that after an individual retires and steps 
out of the active scenes of life, he is likely to 
quickly show the debilitating effects of old age. 
“Sudden loss of the sustaining habits and mo- 
tives that have kept him in active competition for 
the rewards of labor, can within six months trans- 
form the busy lawyer, physician, or merchant 
into an aged hypochondriac.” . We have seen 
numerous examples which prove the above state- 
ment and in a rural community such as ours, I 
have seen many farmers and small businessmen 
go through this degenerating process after re- 
tiring from active life without any activity, men- 
tal or physical, to take up their time. 

As preventive medicine succeeds, non-pre- 
ventable diseases increase in relative importance. 
It would seem that preventive medicine in the 
younger groups has resulted in there being more 
sub-par older people subject to the degenerative 
diseases which are non-preventable. Thus, while 
there are more older people in the population, 
there appears to be no percentage increase of very 
old people. In other words, longevity is about 
what it was.* 


An interesting phase of this problem is the in- 
creasing number of older patients who must be 
received as surgical cases. Many writers have 
expressed their interest in this problem in re- 
cent years. The urologists, of necessity, were 
the first to realize the ability of the aged to 
withstand surgery with surprising resistance 
General surgeons took on strangulated hernias 
and other emergencies. Gradually, experience 
has shown that old age is not the contra-indication 
that it was forty years ago. Reports of major 
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operations successfully carried out in the aged 
are accumulating. Rankin and Johnson have re- 
ported an extensive experience in the surgical 
care of the aged. They emphasize prolonged and 
careful pre-operative care where possible, a care- 
ful examination, short period of recumbency, 
careful postoperative care, bodily warmth, fluids, 
frequent change of position and inhalations of 
carbon dioxid-oxygen. Respiratory complications 
are the most common.’ 


Without thinking about it we have continued 
to make plans to meet the demands of an increas- 
ing population. We have taken it for granted 
that we will need larger factories, farms and 
especially schools. Already primary schools show 
a falling off in attendance. This aging of our 
population has been appraised as the most impor- 
tant cultural and sociological change since the 
Renaissance. The change has come with startling 
rapidity during the present and immediately past 
generation. It will be more of a test to our so- 
cial, political and economic institutions than was 
the arrival of the machine age. 

Ours will be an age-conscious society in the 
future. This group will become better organ- 
ized than the present “Dr. Townsend and Thirty 
dollars every Thursday” groups. They will be 
consumer groups rather than producers, and they 
will not be different from other pressure groups 
but will vote as a class for the clever politician 
who may dangle greater favors before them. 


It would seem that the medical profession is 
facing a problem of great magnitude in the im- 
mediate future. Special study should be given 
to the process of aging. The effort should be 
made to make the lives of these old persons more 
pleasant and comfortable. We should give some 
heed to the problem of how this should be done. 
Do we wish to have the government take over 
the entire care of these old people, feeding them 
and giving them shelter in some sort of insti- 
tution and giving them needed medical care? If 
not this, who will pay for their care? Is present 
care sufficient ? 

In New York City a chronic disease center has 
been established at Welfare Island. Here will 
be included a research division which will study 
the onset and treatment of the chronic diseases 
of old age. From these studies we may eventu- 
ally learn what conditions are preventable or 
postponable. Good medical care for the aged 


MINNESOTA MEDICINE 











CLINICAL-PATHOLOGICAL CONFERENCE 


will require the services of a large and increas- 
ing number of physicians. The question before 
us will be whether these will be under Federal 
or State control with salaried physicians in 
charge. 

The problem is one which the profession 
should consider seriously and some plan should 
be formulated by the profession to add to this 
needed care.’ If we do not assume some leader- 
ship in this matter other social agencies will take 
over the care of this group. 

The problem before us for the next few years 
will be that of a group in the productive age 
confronted with the problem of an extended ed- 
ucational period for our youth. It has been 
found that as a rule this period of training is 
from one to four years longer than was true in 
the past. On the other side we are having a 
higher percentage of old persons in the com- 


munities who will be more or less unable to 


care for themselves. The taxpayer meanwhile 


stands between the two groups, and taxpayer 
means all of us in one way or the other. This 
producer group is being asked to contribute more 
and more for education and more and more for 
the social security and old age pensions.*® 
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CHRONIC ARTHRITIS 


Presentation of a Case 


The case is that of a man fifty-seven years of age at 
the time of death who was first seen in February, 1928, 
when he complained of deformities of the joints of the 
fingers, wrists, and toes which had developed during the 
preceding two years. These had been accompanied by 
attacks of swelling, pain, local heat, and tenderness in 
the various joints affected. The attacks would last for 
a few days and then the symptoms would disappear. 
Finally, the patient noted that his wrist and fingers were 
becoming stiff and deformed. The patient’s toes were 
so painful that he was unable to walk about. Past 
history at that time revealed that he had pyorrhea 
and dental caries for many years. He denied venereal 
disease. 

Physical examination revealed the heart rate to be 
regular and no murmurs were heard. The blood pres- 
sure was 120/76. Examination of the abdomen was 
negative. There were marked flexion deformities of 
both hands and feet with some ankylosis of the joints. 
A diagnosis of osteo-arthritis deformans was made at 
that time. He was given salicylates and transferred to 
a rest home for four years. The patient’s course there 
was uneventful. At no time did he have any fever. 
Examination of the urine revealed no abnormalities. 
The hemoglobin was 90 per cent. 

The patient was then not seen until August, 1933, 


DeceMBeER, 1941 


when he was again admitted for the same complaints. 
He now had pain and rather marked deformity in most 
of the joints of his body. The joints were swollen and 
the patient had marked interference with motion. Physi- 
cal examination showed no additional findings except the 
marked deforming arthritis. The eyes were negative. 
The blood pressure was 140/90. The patient was bed- 
ridden. He was kept at the rest home for nursing care. 
During September, 1941, the intern noticed some peculiar 
lesions in the patient’s eyes. In both sclere there were 
a number of oval and rounded defects which were dark 
in color. These defects protruded as herniations from 
the surface of the sclere and only a thin membrane 
appeared to be present over the choroid which protruded 
outward. The ophthalmologist made a diagnosis of 
scleromalacia perforans. The patient was transferred 
back into the hospital for study of the eye condition, 
where he developed an irsegular fever and expired in 
October, 1941. Several laboratory examinations showed 
no abnormality in the urine. The hemoglobin was 90 
per cent in 1933, 80 per cent in 1934, and 50 per cent in 
1937. No other laboratory work was done. 

Clinical Diagnosis: (1) Chronic rheumatoid arthritis; 
(2) Scleromalacia perforans; (3) Bronchopneumonia. 

Autopsy Findings: The body was that of a poorly de- 
veloped and emaciated man weighing about 100 pounds. 
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There were marked flexion contracture deformities of 
the hands, fingers, wrists, knees, and hips. There was 
edema of the feet and ankles. Cyanosis of the fingertips 
and mucous membranes was seen. There was no jaun- 
dice but there was a brownish discoloration of the 
skin of the entire body. Crusted ulcerations were 
seen over the upper legs and knees. There was a large 
decubital ulcer. The peritoneum appeared normal. The 
liver did not extend below the costal margin. The 
pericardium was adherent to the heart and the sac 
was obliterated. The pericardium could be stripped 
from the heart with difficulty. It was not adherent to 
the surrounding structures. 


The heart weighed 350 grams and the left ventricular 
muscle appeared to be slightly thickened. There was 
thickening of some of the chorda tendine and of one 
of the leaflets of the mitral valve. The heart was 
otherwise normal. 


The lungs were both about twice as heavy as normal. 
There was consolidation in the posterior portions and 
pus could be expressed from the bronchi. 


The spleen weighed 1,475 grams (about ten times 
normal). It was rather firm. There were a number 
of calcified small nodules on the cut surface varying 
in size up to 4 mm. The liver was of normal weight 
and showed the fine type of cirrhosis. 


The lymph nodes were enlarged, all of the regional 
nodes being affected. They appeared hyperplastic. 


Anatomic Diagnosis: (1) Chronic rheumatoid ar- 
thritis; (2) Adhesive pericarditis (rheumatic); (3) 
Rheumatic mitral valvulitis (old); (4) Scleromalacia 
perforans; (5) Generalized lymphadenopathy; (6) 
Portal cirrhosis; (7) Felty’s syndrome. 


Discussion 


Dr. FrANK Anprus: In addition to the chronic de- 
forming arthritis, this patient displayed several an- 
atomic findings of interest. In the first place, he had 
what has come to be known as Felty’s syndrome, a 
combination of chronic arthritis, splenomegaly, second- 
ary anemia, generalized lymphadenopathy, and in ad- 
dition, a peculiar disease of the sclere which has 
been recognized to be associated with chronic arthritis. 
The patient had one other finding of interest and that 
is the evidence of old rheumatic heart disease. I am 
going to ask Dr. Fingerman to discuss Felty’s syndrome 
and the relation between chronic arthritis and rheu- 
matic heart disease. 


Dr. Davip FINGERMAN: This syndrome was de- 
scribed by Felty in 1924. He collected 5 cases which 
were strikingly similar in that they all had arthritis, 
splenomegaly, and leukopenia. In three there was 
also brownish pigmentation of the skin and lymph- 
adenopathy. 

In addition, our case had a rare eye condition known 
as scleromalacia perforans. This consists of the ap- 
pearance of holes in the sclere which may coalesce so 
that large gaps develop where the uvea lies covered 
only by the conjunctiva or is bare. The process is con- 
sidered to be a degenerative change of the sclere. 
Several reports have appeared in which this condition 
has been noted to be associated with chronic arthritis. 

Two cases of Felty’s syndrome have been described 
in which Streptococcus viridens was isolated from 
blood cultures. Others have been described in which 
glomerulonephritis accompanied the other findings. In 
still others, Aschoff nodules have been found in the 
myocardium. In February of this year, Baggenstoss 
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and Rosenberg studied twenty-five fatal cases of chronic 
infectious arthritis. All had progressive polyarticular 
inflammation. Twenty of these patients had associated 
cardiac damage, and lesions that were indistinguishable 
from those produced by rheumatic fever were found 
in fourteen. A normal heart was seen in only five 
cases. In ten of the fourteen patients in which there 
were rheumatic lesions, there was histologic evidence 
that the process was progressive and active at the 
time of death. The lesions in these consisted of 
valvulitis, pericarditis, and myocarditis of the diffuse 
and nodular types and typical Aschoff bodies were seen 
in some instances. In addition, more chronic changes 
such as thickening, hyalinization, and vascularization of 
the leaflets were found. In four there were no signs 
of activity. The valves were thickened and hyalinized 
and the process was interpreted as being “burned out.” 
The heart disease was considered to be of importance 
in cause of death of seven of the fourteen. 

These authors believe that the high incidence of 
rheumatic cardiac lesions in their series suggests a 
relationship between chronic infectious arthritis and 
rheumatic fever. They feel that the cardiac lesions 
associated with chronic infectious arthritis are not 
quite as severe or widespread as those lesions in 
hearts of young persons who have rheumatic fever; 
however, the differences are of degree, not of kind. 

In the Minneapolis General Hospital since 1932, 
twenty-five cases of rheumatoid arthritis have come to 
necropsy including the case described above. Eleven 
of them had heart lesions and eight had evidence of 
rheumatic heart disease. Seven had mitral valve in- 
volvement and three of these also had _ pericarditis; 
two had aortic valvulitis. One had aortic valvular 
disease alone. Three patients had coronary sclerosis 
and myocardial fibrosis. In this series six patients 
had spleens which weighed over 300 grams, four had 
leukopenia, and three had the combination of lesions 
as described by Felty. 


Dr. B. J. Crawson: This is another group in a 
series showing the relation between rheumatic fever 
and chronic arthritis. Wetherby has collected quite a 
number of cases in which there was heart involvement 
with chronic arthritis. The incidence of demonstrable 
heart lesions in living patients did not seem to be as 
high as that in acute rheumatic fever. There, I think, 
the age enters in. You do not usually get marked 
acute rheumatic involvement in later life. Those who 
have acute rheumatic heart disease died from it or 
from the resultant valvular deformity. 


Dr. GeorcE FAHR: From these two series it would 
appear that permanent heart involvement is probably 
more common in cases of chronic rheumatoid arthritis 
than in acute rheumatic fever. 


Dr. ANprus: The syndrome described by Felty prob- 
ably corresponds in the adult to the Still’s disease 
seen in children. I think that it might be regarded 
more as evidence of a chronic low grade sepsis rather 
than as a specific disease entity. If we recall the case 
considered today, we note that this patient, and some 
of the others described, had splenomegaly, portal 
cirrhosis, secondary anemia, and leukopenia; and the 
microscopic change in the spleen in this case is in- 
distinguishable from that which we loosely classify as 
Banti’s disease, so it might be equally justifiable to 
suggest that Banti’s disease may accompany chronic 
arthritis. 


There is perhaps no more neglected group of patients 
than those having chronic arthritis. I would like 
particularly to emphasize here that in this disease, 
even though the joints usually present the most ob- 
vious disturbance to both the patient and the physician, 
it must be regarded as a generalized body disease in 
which many tissues and organs are affected and under- 
go profound disturbances in structure and function. 
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HOMEOPATHIC AND ECLECTIC MEDICINE IN MINNESOTA 
By James Eckman 


Rochester, Minnesota 


(Concluded from November issue) 


Certain Homeopathic and Eclectic Pioneers 


Dr. Julian F. DuBois,"** secretary of the Minnesota State Board of Medi- 
cal Examiners in Saint Paul, kindly furnished the author with data concern- 
ing the life and career of Dr. Daniel Hough Roberts (1824-1910), mentioned 
earlier in this paper. Mrs. J. L. Andrew of Los Angeles, California, re- 
ported to Dr. DuBois that her father, Dr. D. H. Roberts, was born in Wayne 
County, Indiana, on November 10, 1824. His father and mother were Quakers. 
Since there was no school in Wayne County during young Roberts’ boyhood 
days, his mother taught him as best she could. Later a school was estab- 
lished. “The school was only three months during the winter,” Mrs. Andrew 
wrote, “and while he plowed the field in summer he had his book in the rail 
fence corner and would digest a part as he plowed a furrow around the 
field.”*** At the age of sixteen years young Roberts entered the high school 
at Richmond, Indiana, and at the end of his courses was admitted to an ad- 
vanced Quaker college. He then went to the Farmer’s Institute at Fountain 
City, Indiana, but he was soon called to the chair of natural sciences at White- 
water College in Lafayette, Indiana. At length he began the study of medi- 
cine under a homeopathic physician, and became that physician’s assistant. 
He was not graduated from a medical college. When it appeared to him that 
the climate of Minnesota might improve his son’s health, he settled in the state. 
In October, 1871, he helped to found the Southern Minnesota Homeeopathic 
Medical Society at Owatonna, and on May 14, 1872, at Rochester, he was 
elected vice president and treasurer of this organization.® He became second 
vice president of the Minnesota State Homeceopathic Institute in 1875, first vice 
president in 1876, and president in 1877. He apparently was licensed to prac- 
tice medicine in Minnesota by exemption.** Dr. Roberts went to California in 
1896 for the sake of his wife’s health, and at her death returned to practice 
in Owatonna. He later removed to California again, and died at National City 
on January 5, 1910, and was buried at San Diego.** 

This chronicle may well end with the history of the careers Of three Minne- 
sota homeopathic practitioners who, although they were not essentially pio- 
neers in homeopathic medicine, nevertheless occupied positions of such im- 
portance in the days when the homeopathic system was powerful in the state 
that some attention to their lives seems justified. The first of these was Dr. 
Henry C. Leonard. The second was Dr. William Edwin Leonard. The third 
was Dr. Henry C.. Aldrich. 
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The first homeopathic practitioner to settle in Henderson was, according 
to Neill,** Dr. Henry C. Leonard (1849-1925). Dr. Leonard was born in 
the state of Virginia in 1849, but emigrated to Fillmore County in Minnesota 
with his parents while he was still a boy. In 1886 Dr. James G. Harper*° 
wrote in the Archives of Dentistry of Saint Louis: 


Dr. H. C. Leonard, of Fergus Falls . . . was a fellow student of ours at the Minnesota 
State University. He was one of the many young men who supported themselves while at- 
tending the University; he carried a morning paper, up at 3 o’clock in the morning in that 
cold climate, where at times the thermometer ranged from 30° to 40° below zero. 


It would appear that young Leonard’s efforts at the university became 
too arduous for the good of his health, for it has been said that at one time 
while he was an undergraduate he suffered severely from eyestrain. His 
dogged stamina is evidenced by the fact that he walked all the way from Min- 
neapolis to Saint Louis to be treated, returned to the university, and fin- 
ished his studies. He was graduated in 1875 with the first degree of Bachelor 
of Civil Engineering ever granted by the University of Minnesota. Ap- 
parently, however, he had decided to become a physician, rather than an en- 
gineer, for in 1876 he was enrolled as a student at the Hahnemann Med- 
ical College and Hospital of Philadelphia. His preceptor had been the ven- 
erable William Huntington Leonard (1825-1907), and at the Philadelphia col- 
lege he was a fellow student of Leonard’s son, William Edwin Leonard (1855- 
1935). 

Dr. H. C. Leonard was graduated from the Hahnemann school in March, 
1878. He returned to Minnesota at once, becoming an instructor in botany 
at the University of Minnesota, where in 1879 he was granted the degree of 
Bachelor of Science. He then practiced medicine for a few months in Saint 
Paul, after which he settled in Henderson. In 1880 he moved to Fergus 
Falls, where he remained for many years. 

Dr. Leonard was elected second vice president of the Minnesota State Homee- 
opathic Institute in 1882, and in 1886 he was elevated to the presidency of 
that body. He also served as one of the collaborators of the old Minnesota 
Medical Monthly, second homeopathic journal to be founded in the state. 
He was licensed to practice medicine on December 31, 1883, by the Minnesota 
State Board of Medical Examiners2*? and in 1887 Governor A. R. McGill 
(1840-1905) appointed him to membership on that board. He was the first 
professor (1888) of obstetrics in the University of Minnesota College of Homee- 
opathic Medicine and Surgery, a position he resigned in 1891. DuBois? has 
reported that by 1903 he was in Battle Lake. At some time prior to 1905 
he forsook the practice of medicine for the importunities of the farm near a 
place called Pine Knoll, but in 1905 he went to Duluth and resumed prac- 
tice, opening his office at 416 Providence Building. In 1907 he became a 
member of the American Institute of Homeceopathy. DuBois’*? wrote that 
in 1909 he was in practice at Aitkin. Dr. Leonard moved to California in 
1915, and died at Santa Ana, California, in December, 1925. Two children 
survived him: Mrs. Joseph Marshall and Mr. Frank Leonard, Santa Ana, 
California.**? 


Dr. William Edwin Leonard (1855-1935), son of Dr. William Huntington 
Leonard, was born in Minneapolis on July 27, 1855.%° He attended the pub- 
lic schools of Minneapolis and finished his preliminary education in the old 
preparatory school of the University of Minnesota. He was a member of the 
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fourth class (1876) to be graduated from the University of Minnesota, and 
was salutatorian of that class. He studied medicine for three years at the 
Hahnemann Medical College and Hospital of Philadelphia, from which he 
was graduated in March, 1879, with the degree of Doctor of Medicine. He 
spent an internship of one year at Ward’s Island Homeeopathic Hospital in 
New York City, and then returned to Minneapolis to practice medicine with 
his father. In 1907 he went to New York City once more, to enroll in a 
course at the New York Post-Graduate and Polyclinic Medical School and 
Hospital. 


Dr. William Huntington Leonard was fifty-five years old when his son 
entered into practice with him in 1880. The two men were to work together 
for many years. Dr. W. E. Leonard had become a member of the Minne- 
sota State Homeceopathic Institute in 1879; in 1882 he became a member of 
the American Institute of Homceopathy. He was licensed to practice medicine 
in Minnesota in November of 1883, one month after his father had been li- 
censed by virtue of the Medical Practice Act of 1883.7 Father and son 
practiced together at the residence at 425 Second Avenue South in Minne- 
apolis, which the elder man had acquired in about 1870. In 1887 they moved 
to an office in the Syndicate Building at 409 Nicollet Avenue. 


The young man’s progress in homeopathic circles in Minnesota was rapid. 
In 1883 he was elected treasurer of the Minnesota State Homeceopathic Insti- 
tute, and he was re-elected to that office in 1884 and 1885. In 1884 he was 
chosen secretary and treasurer of the Hahnemann Medical Society of Hen- 
nepin County, which his father had helped to found. For several years 
he was chairman of the all-important Bureau of Materia Medica of the state 
institute. In 1896 he was chairman of a committee which sought to raise 
funds in Minnesota for the erection of a monument to Christian Friedrich 
Samuel Hahnemann (1755-1843) in Washington, D. C. He was professor 
of materia medica and the institutes of medicine in the old Minnesota Homee- 
opathic Medical College from the date of its foundation to the time of its 
merger with the University of Minnesota, and he was professor of materia 
medica and therapeutics in the University of Minnesota College of Home- 
opathic Medicine and Surgery from its formation in 1888 to its disso- 
lution in 1908. He was editor-in-chief of the Minnesota Medical Monthly, 
second homeopathic journal to be founded in the state, throughout the two 
years of its existence. He served a total of twelve years (two terms) in 
the Minneapolis Department of Health, including a four-year tenure as senior 
medical inspector. In 1902 he wrote The Healthy Woman, a 152-page work 
which was issued by the Contemporary Publishing Company of New York. 
Dr. Leonard occupied several offices during his long career in Minneapolis, 
frst at the family home, next in the old Syndicate Block at 409 Nicollet 
Avenue, next in the Andrus Building, and finally in the Donaldson Build- 
ing, which for years was the headquarters of the Hennepin County Medical 
Society. 


Dr. Leonard, one of the few earlier practitioners of homeopathy who 
were born in Minnesota, was keenly interested in all aspects of the history of 
the state. He was an active member of the Minnesota Historical Society, 
and at the dedication of the present building of the society in Saint Paul on 
May 11, 1920, he attended the ceremonies as one of the delegates from the 
Native Sons of Minnesota.*** 


He had been married, in 1881, to Miss Marian L. Marshall of New York 
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City. She died in 1905, leaving two daughters, Elsie Preston Leonard and 
Miriam L. Leonard. Dr. Leonard long survived his wife. The Journal- 
Lancet,*** in October, 1929, announced: “Dr. William E. Leonard, who had 
practiced in Minneapolis for over fifty years, left the city last month, and 
went to Hadley, Mass.” The aged physician, who had lived through the 
most salutory days of homeopathy in Minnesota, and who had remained stead- 
fast to the tenets of homeopathy all his life, was to come back to Minneap- 
olis to die. He died of arteriosclerosis and coronary thrombosis at 2404 Fre- 
mont Avenue South in Minneapolis on August 28, 1935, twenty-eight years after 
the death of his revered father.”® 


Dr. Henry C. Aldrich (1857-1922) was born to a resplendent tradition 
in the annals of pioneer history in Minnesota. His father was Cyrus Aldrich 
(1808-1871), a native of Rhode Island who had come to Minneapolis in 
1855 to enter the lumber business. He served as a member of the state con- 
stitutional convention of 1857, was elected to the national House of Repre- 
sentatives in 1858 and 1862,74° and was said to have been active in the es- 
tablishment of the mighty Northern Pacific railway system.*® The younger 
Aldrich was born in Minneapolis in 1857, and after completing his prelim- 
inary education apparently decided to become a dental surgeon. He was 
graduated in 1879 from the University of Pennsylvania with the degree of 
Doctor of Dental Surgery, buc straightway enrolled in the Hahnemann Med- 
ical College and Hcspital of Philadelphia. From this institution he obtained 
the degree of Doctor of Medicine in 1881. 

Dr. Aldrich did not return to Minnesota to practice medicine. Instead, 
he settled in Iowa, and appears to have tired of his adopted state within 
a short time. In the Minnesota Medical Monthly*° for October, 1886, the fol- 
lowing announcement was published: 


FOR SALE—Practice of $2,500 in good town in Northern Iowa. Will sell house and 
practice for $600. Address H. C. Aldrich, M.D., Nashua, Iowa. 


The same homeopathic journal observed in June, 1887: “Dr. Henry C. 
Aldrich, M.D., now of Nashua, Iowa, will locate in Minneapolis in August. 
He is now taking special instruction with certain of the Boston University 
faculty.”**° Later (1896) Dr. Aldrich’*? wrote that when he was in prac- 
tice in Iowa he had been a member of the Cedar Valley Homceopathic Med- 
ical Society. DuBois’ has reported that Dr. Aldrich received a license to prac- 
tice medicine in Minnesota on April 26, 1887. One year later Dr. Aldrich 
was admitted to membership in the American Institute of Homceopathy, with 
which he was to be prominently associated for the rest of his career. 

Dr. Aldrich came to Minneapolis a little more than one year after the 
establishment of the Minnesota Medical Monthly and the Minnesota Homeeo- 
pathic Medical College, and thus could not have taken part in the organiza- 
tion of these two ventures. In the summer of 1887, however, he became 
lecturer in pathology, histology and microscopy in the homeopathic college,*? 
and in 1893 he was elected professor of diseases of the skin and venereal dis- 
eases in the University of Minnesota College of Homceopathic Medicine and 
Surgery, which had absorbed the Minnesota Homeceopathic Medical College 
in 1888.5? At the first meeting of the faculty at the University in 1893 Dr. 





+The Boston University School of Medicine was organized in 1873 as a homeopathic medical college. 
For many years, however, it has been a “regular’’ institution. 
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Aldrich was elected clinical professor of diseases of women, a post which he 
resigned in January, 1894.5? 


In 1893 Dr. Aldrich was elected secretary and treasurer of the Hahne- 
mann Medical Society of Hennepin County, and when it was decided that 
a homeopathic medical journal should be initiated to take the place of the 
foundered Minnesota Medical Monthly, Dr. Aldrich became editor-in-chief of 
the new organ. It was called the Minneapolis Homeopathic Magazine, and the first 
issue of it appeared in May, 1892. Dr. John Flanders Beaumont (1855-1927), 
Dr. David W. Horning (1852-1917), and Dr. Asa S. Wilcox (1859-1916) 
were associate editors. The publication was subsidized, as has been shown; 
it was published by the Minneapolis Pharmacy Company, at 604 Nicollet 
Avenue, “Successors to Boericke & Tafel,” the great homeopathic pharma- 
ceutical house of Philadelphia. G. A. Babendrier was business manager of 
the Minneapolis Homeopathic Magazine. While Dr. Aldrich was editor of 
this journal he maintained offices in the Syndicate Block at 409 Nicollet Avenue, 
and he lived at the Hotel St. Angelo, 1212 Nicol'et Avenue. In 1905 his 
offices were situated at 313 Medical Block, and in 1908 they were situated at 
401 Donaldson Building. For several years during the latter portion of his 
career he lived at 2431 Hennepin Avenue. 


Dr. Aldrich persisted in his devotion to homeopathy long after it had 
become evident that the system of practice was fast dying out throughout 
the United States. DuBois’® said that he served as president of the American 
Society of Orificial Surgeons, a subsidiary body of the American Institute of 
Homeopathy, and in 1908 he was elected president of the Obstetrical Society 
of the American Institute of Homoeopathy. 


The culmination of Dr. Aldrich’s professional career was his elevation to 
the presidency of the American Institute of Homceopathy in June, 1915.74* He 
was always a respected and even venerated speaker at sessions of the Minne- 
sota State Homeceopathic Institute, and as late as April, 1916, he was the 
speaker at a joint session of the homeopathic and eclectic medical associations 
of South Dakota at Sioux Falls.**® 


Dr. Aldrich died in Santa Monica, California, on September 28, 1922.7 His 
wife and one son, Henry, survived him. 
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President's Letter 


“THE YEAR ENDS” 


OMEONE has said that a man is not old until he lives in the past, thinks in terms of 

his younger years, and talks of the better ways of living when he was a boy. As his 
teen years begin to wane, he looks forward with enthusiasm to his life in the future. 
Ambition rules his ways and accomplishment regulates his days. 


Similar are the thoughts of a man as he takes over the reins as president of the Minne- 
sota State Medical Association. A full year is ahead, three hundred sixty-five days in which 
he hopes to complete much work and attain a goal which he sets for himself, and all of a 
sudden he is brought to the realization that his year has passed and then he makes an 
analysis of his accomplishments and all the days and nights of endeavor pass in review. 


As he takes hold of the wheel at the beginning of the year and helps to drive the machine 
for a time, so he relinquishes it again to his successor when twelve months have passed. 
The basket of work which his predecessor passed to him is still full of pages to be re- 
viewed and the torch of Minnesota medicine which he carried so proudly January first 
still burns only as brightly as whea he first held it aloft. 


The year 1941 has been one of unusual activity. Military and civilian forces have had 
their influence, but through it all our Association has kept its main endeavor in mind, “good 
health for all the people.” 


We are standing at the top of medical endeavor. No profession has such an influence in 
lay organizations as ours; our contacts with governmental groups are excellent; our legis- 
lative record is clean and within our own group only the best of feeling prevails. 


Here and there a little rift has appeared at times but slight codperative effort has stilled 
the troubled waters of discontent and minds have been set at ease. 


Only the best of harmony is evident between the American Medical Association and 
ourselves. Sister State Medical Societies are friendly and the best of relations exist be- 
tween their state offices and our own. 


It has been my pleasure to appear before most of our county societies and to get better 
acquainted with our twenty-seven hundred members individually. Earnest and conscientious 
in their work, it is an honor to be associated in the same organization with them. 


I want to thank each one for his active participation in committee work. In no mean way 
is the success of the organization your success. 


To the incoming officers for 1942, and especially to Dr. Giffin, our incoming president, I 
wish every prosperity during their tenure in office. I know that the year will be filled with 
hard work for them, that kind of work which will raise to a new high mark, the medical 
influence in our state of Minnesota. 


B. J. Branton, M.D., President 


Minnesota State Medical Association 
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MEDICAL STUDENTS AND THE RESERVE 


N our opinion there has been a.good deal of un- 

necessary concern over the delay on the part 
of the medical students in the junior and senior 
classes in joining the Medical Reserve Corps of 
the army. 

According to the Selective Service Act, as 
passed by Congress, no individuals or groups, 
except the clergy and divinity students, are ex- 
empt. Medical students are included in the draft 
with everyone else in the age groups. 

The manifold increase in the size of the army 
has resulted in a shortage in the army medical 
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corps. There is also a shortage in the United 
States Public Health Service, although there is 
none reported in the navy. In order to assure 
as large a corps of doctors as possible, the Sur- 
geon Generals of the army and navy have put 
themselves on record to the effect that medical 
students who had reached the point of having 
been accepted by a medical school will not have 
their medical school training and year of in- 
ternship interrupted as long as their scholastic 
standing is satisfactory. Naturally upon finish- 
ing their internship their deferment ceases and 
these young doctors are expected and required to 
do their patriotic duty by enlisting in the medi- 
cal corps. If they do not enlist, and some suffer 
under the misapprehension that they are exempt 
because in the process of repeated deferment they 
have passed the twenty-eight year limit and are 
therefore exempt, they may find themselves car- 
rying muskets. 


The army is in need of more medical officers 
and more reserve officers and it is the desire of 
the Surgeon General to have the junior and senior 
medical students sign up in the Medical Officers 
Reserve. Only some 500 of the 10,000 medical 
students enrolled in the junior and senior classes 
of the medical schools of the country have so 
far joined. This is not necessarily a sign of 
gross lack of patriotism on the part of the neo- 
phytes in the profession, and the older members 
of the profession need not tear their hair be- 
cause of the feeling that the present generation 
has departed from the pattern of patriotism they 
have set. The fact is that some of these under- 
graduate medical students have not felt assured 
that if they joined the medical reserve they would 
not be called until they had finished their intern- 
ship. Doubtless many felt that there was no 
need to disturb the status quo of their relation 
to the draft and that signing up would naturally 
come upon completion of internship. Another 
reason why more undergraduates have not joined 
the reserve is that the medical schools have not, 
in some instances at least, made clear to the 
students the wishes of the Surgeon General and 
the fact that joining the Reserve Medical Corps 
will not interrupt their medical training. Doubt- 
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less before this statement appears in print this 
will have been done and many more than the 
500 last reported will have signed up. 


PRE-INDUCTION EXAMINATION 


S was mentioned in an editorial entitled “Se- 
lective Service,” which appeared in our July 
number, the rejection of an appreciable number 
(10 per cent) of selectees by the induction boards 
has proven a source of inconvenience and at 
times embarrassment to those rejected. 
According to a recent bulletin issued by the 
Selective Service state headquarters, this source 
of initiation will be removed. In the future pre- 
induction examinations by a United States Army 
examining board will be given several weeks in 
advance to those selectees classified as 1-A and 
1-AO to determine whether they are acceptable 
for military service. These pre-induction ex- 
aminations will be given at a United States Army 
examination station up to thirty days prior to 
induction. If acceptable these men will have a 
period of time in which to return home and settle 
their affairs before entering the army. 





REPORT OF COMMITTEE ON VISUAL ECONOMICS* 


The Committee on Visual Economics herewith sub- 
mits a revision of the report of the Committee on 
Compensation for Eye Injuries, which was approved 
by the Section on Ophthalmology and adopted by the 
House of Delegates on May 26, 1925. This revision is 
made in accordance with the recommendation of this 
section adopted June 13, 1940. 


The principles on which the report of 1925 were 
based are valid and no change in these is required. 
However, there have been presented three principal 
reasons which make a revision of this report desirable. 
These are: 


1. To eliminate a recommendation in procedure which is in- 
consistent with the provision of most compensation statutes for 
determining visual disability. 

2. To supply a few omissions and to correct some minor 
errors. 

3. To clarify some steps in determining percentage losses of 
muscle function. 


In the report of May, 1926, a recommendation was 
made “that compensation statutes be so changed that 
awards for ocular disability shall be based on the 
percentage of permanent disability only,” that is, on the 
percentage loss of both eyes. No statute has been so 
changed; all statutes basing percentage losses of vision 


*Report of the Committee on Visual Economics of the Ameri- 
can Medical Association reprinted at the request of the Com- 
mittee on Ophthalmology of the Minnesota State Medical As- 
sociation. 
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primarily on the loss to one eye. This recommenda- 
tion in the 1925 report is now omitted as unnecessary. 
By following the principles laid down in the 1925 
report, compensation could be computed on the basis 
of percentage loss to one eye or to both eyes and now 
no change is found necessary to determine the per- 
centage functional efficiency of one eye. But it is 
suggested in this revision that the present common 
statutory method be followed—that is, that the method 
for determining the percentage loss of vision be based 
on the loss of efficiency of one eye, and that disabil- 
ities involving both eyes be based on a weighted method 
of computation. 

The fellowing revised report is submitted for action 
by the section: 


Compensation for Eye Injuries 
(Revised 1941) 


SCOPE 
The aim of this report is to establish a method of 
determining the loss of visual efficiency of a person 
who has suffered any degree of impairment of vision 
as the result of occupational disease or injury; such 
method to be the basis on which the amount of com- 
pensation may be determined. 


SECTION I. BASIS FOR COMPENSATION 


Compensation for loss of vision should be based on 
that proportional part of the compensation provided 
by law for loss of use, or loss of function, of one or 
of both eyes which expresses the percentage loss of 
visual efficiency of the individual in pursuing a gain- 
ful occupation. 

Total permanent disability of both eyes is identical 
with permanent total disability of the individual. 

The term visual acuity as herein used should be 
understood to mean absolute, that is, best acuity ob- 
tainable with ophthalmic lenses. 

Visual efficiency is defined as that degree or per- 
centage of competence of the eye to accomplish its 
physiologic function. 

Loss of binocular single vision is equivalent to the 
loss of use of one eye. 

The reduction in visual acuity to 20/200 (6/60 when 
the metric system is used), or a reduction in visual 
efficiency to 20 per cent or less, is the accepted stand- 
ard of industrial blindness. 

When both eyes are involved in a permanent visual 
disability the efficiency of the codrdinate function of 
both eyes should be determined on the basis of per- 
manent total disability of the individual. 


THREE PRIMARY AND COORDINATE FACTORS 
OF VISION 


SECTION If. 


There are three elements of vision, each of which 
has an interdependent and codrdinate relation to full 
visual efficiency. These codrdinate factors are (a) 
acuteness of vision (central visual acuity), (b) field 
of vision and (c) muscle function. Although these 
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factors do not possess an equal degree of importance, 
no act of vision is perfect without the codrdinate 
action of all. 

Other functions, though secondary and dependent, 
are recognized as important, such as depth perception, 
stereoscopic vision, fusion sense, perception, 
adaptation to light and dark and accommodation. 
These functions are inherently dependent on the sta- 
tus of the three coérdinating functions of vision, and 
they also depend on central nervous function. 


color 


SECTION III. MAXIMUM AND MINIMUM LIMITS OF THE 


PRIMARY COORDINATE FACTORS OF VISION 


In order to determine the various degrees of visual 
efficiency, (A) normal or maximum, and (B) mini- 
mum limits for each codrdinate function must be 
established; i. e., the 100 per cent point and the 0 
per cent point. 


A. Maximum Limits—The maximum efficiency for 
each of these is established by existing and accepted 
standards. 

(a) Central Visual Acuity: The ability to recognize 
letters or characters which subtend an angle of 5 min- 
utes, each unit part of which subtends a 1 minute 
angle, is accepted as standard. Therefore a 20/20 (6/6 
metric) Snellen is employed as the maximum acuity 
of central vision, or 100 per cent acuity. 

(b) Field Vision: A visual field having an area which 
extends from the point of fixation outward 85 degrees, 
down and out 85 degrees, down 65 degrees, down and 
in 50 degrees, inward 60 degrees, in and up 55 degrees, 
upward 45 degrees, and up and out 55 degrees is ac- 
cepted as 100 per cent industrial visual field efficiency. 

(c) Muscle Function: A maximum normal muscle 
function is present when binocular single vision is pres- 
ent in all parts of the field of binocular fixation or when 
there is no limitation of motion in either eye. 

B. Minimum Limits—The minimum limit, or the 
0 per cent of each of the codrdinate functions vision, 
is established at that degree of deficiency which reduces 
vision to a state of uselessness. 

(a) Central Visual Acuity: The minimum limit of 
this function is established as the loss of light per- 
ception, light perception being qualitative vision. The 
practical minimum limit of quantitative visual acuity 
is established as the ability to distinguish form. Ex- 
perience, experiment and authoritative opinion show 
20/200 (6/60 metric) Snellen as 80 per cent loss of 
visual efficiency, 20/380 (6/116 metric) as 96 per cent 
loss and 20/800 (6/240 metric) as 99.9 per cent loss. 
The table shows the percentage loss of visual efficiency 
corresponding to the Snellen notations in feet for dis- 
tance and in inches for near for the measurable range 
of quantitative visual acuity. 

(b) Field Vision: The minimum limit for this func- 
tion is established as a concentric central contraction 
of the visual field to 5 degrees. This degree of con- 
traction of the visual field reduces the visual efficiency 
to zero. 
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Percentage Loss of Visual Efficiency Corresponding to 
Snellen Notations for Distant and for Near Vision 
for Measurable Range of (Quantitative 
Visual Acuity 


Snellen Nota- Snellen-Nota- Percentage Percentage 
tion for tion for of Visual Loss of 
Distance Near Efficiency Vision 

20/20 14/14 100.0 0.0 
20/25 14/17.5 95.7 4.3 
20/30 14/21 91.5 8.5 
20/35 14/24.5 87.5 12.5 
20/40 14/28 83.6 16.4 
20/45 14/31.5 80.0 20.0 
20/50 14/35 76.5 23.5 
20/60 14/42 69.9 30.1 
20/70 14/49 64.0 36.0 
20/80 14/56 58.5 41.5 
20/90 14/63 53.4 46.6 
20/100 14/70 48.9 51.1 
20/120 14/84 40.9 59.1 
20/140 14/98 34.2 65.8 
20/160 14/112 28.6 71.4 
20/180 14/126 23.9 76.1 
20/200 14/140 20.0 80.0 
20/220 14/154 16.7 83.3 
20/240 14/168 14.0 86.0 
20/260 14/182 a7 88.3 
20/280 14/196 9.7 90.3 
20/300 14/210 8.2 91.8 
20/320 14/224 6.8 93.2 
20/340 14/238 5.7 94.3 
20/360 14/252 4.8 95.2 
20/380 14/266 4.0 96.0 
20/400 14/280 3.3 96.7 
20/450 14/315 2.1 97.9 
20/500 14/350 1.4 98.6 
20/600 14/420 0.6 99.4 
20/700 14/490 0.3 99.7 
20/800 14/560 0.1 99.9 





(c) Muscle Function: The minimum limit for this 
function is established by the presence of diplopia in 
all parts of the motor field, the loss of binocular single 
vision, or inability to rotate the eye to any point of 
fixation in the normal motor field. These conditions 
constitute zero visual efficiency. 

SECTION IV. MEASUREMENT OF COORDINATE FACTORS AND 
THE COMPUTATION OF THEIR PARTIAL LOSS 


A. Central Visual Acuity—vVisual acuity shall be 
measured both for distance and for near, using the 
Snellen notation, each eye being measured separately. 
Central visual acuity for distance shall be measured 
at a test distance of 20 feet, or 6 meters. Central 
visual acuity for near shall be measured at a test 
distance of 14 inches, or 35 centimeters. 

The estimation of the visual acuity is based funda- 
mentally on the ability to. distinguish letters or char- 
acters on a standard test card at a distance of 20 feet, 
or 6 meters. The near visual acuity test is a means of 
verifying the claimant’s reliability. Thus, if without 
reason in the judgment of the examiner the visual 
acuity for near is less than that admitted for distance, 
the distance findings should be the final expression. In 
certain conditions (uncorrected myopia) the visual 
acuity might be somewhat greater for near than for 
distance. In such cases the visual acuity for distance 
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should stand. In other cases (such as high hypermetro- 
pia or cloudy media) the near visual acuity might be 
less than that for distance; then proper credit should 
be given the claimant—the average of the distance and 
near determinations given as final. For example, if the 
visual efficiency for near is 40 per cent and that for 
distance is 70 per cent, the central visual efficiency for 
40 + 70 


the eye in question would be = 55 per cent. 


The best central visual acuity obtainable with oph- 
thalmic lenses shall be used in determining the degree 
of visual efficiency. 


If there exists a difference of more than 4 diopters 
of spherical correction between the two eyes, brought 
about by injury, the best possible vision of the in- 
jured eye without glasses or with lenses of not more 
than 4 diopters spherical difference from the fellow 
eye shall be the acuity on which subsequent rating 
is to be computed for this injured eye. 

The Snellen test letters or characters (as published 
by the committee and designated “Industrial Vision 
Test Charts”) subtending a 5 minute angle, and their 
component parts as 1 minute angle are standard. Those 
test letters are to be used at an examining distance 
from the patient of 20 feet, or 6 meters, for distant 
vision and 14 inches, or 35 centimeters, for near vision. 
The illumination is to be not less than 10 foot candles 
nor more than 20 foot candles on the surface of the 
chart. 

The table shows the visual acuity and the percentage 
of loss of efficiency, both for distance and for near, 
for partial loss between 100 per cent and zero vision 
for one eye. 


B. Field Vision—The extent of the field of vision 
shall be determined by the use of the usual perimetric 
test methods, a white target being employed which sub- 
tends a one degree angle under illumination of not less 
than 5 foot candles, and the result plotted on an or- 
dinary visual field chart. 

The amount of radial contraction in the eight field 
sectors, measured in their principal meridians, shall be 
determined. The sum in degrees of the eight principal 
radii of the visual field, which normally is 500, will 
give the visual field efficiency of one eye in percentage 
when divided by 5: a 1 per cent loss is thus found for a 
meridianal contraction of 5 degrees for each of the 
eight sectors. The percentage loss may be computed 
thus: for example, if the field is contracted 20 degrees 
in all eight meridians there will be a loss of 20x8= 
160 degrees. This would amount to a loss of 160 divid- 
ed by 5=32 per cent field efficiency loss for the eye 
in question. If the field is contracted down to 5 de- 
grees in every ineridian the loss will be found to be 
95 per cent. Suppose the entire temporal field is lost, 
the loss will amount to 65-+85-+ 85 = 235+5=47 
per cent. If the upper inner quadrant is lost, the loss 
of field efficiency will amount to 55~+5=11 per cent, 
and so on. 
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C. Muscle Function—Muscle function shall be meas- 
ured in all parts of the motor field, recognized methods 
being used for testing. 

Traumatic strabismus (squint, heterotropia) may 
involve one or both eyes; this heterotropia is indicated 
by the presence of diplopia or by an inability of one 
or of both eyes to maintain fixation in some part of 
or in the entire normal motor field. 


INDUSTRIAL MOTOR FIELD CHART 



































When diplopia is present, this shall be plotted on the 
motor field chart. This chart is divided into twenty 
rectangles 20 by 25 degrees in size, as shown in the 
chart. The partial loss to muscle function due to di- 
plopia is that proportional area which shows diplopia 
as indicated on the plotted chart compared with the 
entire motor field area. 

When the loss of muscle function cannot be de- 
termined by the presence of diplopia due to excessive 
degrees of strabismus and when it occurs in a one- 
eyed person, the degree of impairment must be de- 
termined by objective observation. The areas in which 
fixation is not possible shall be plotted on the motor 
field chart and the percentage loss of function com- 
puted by comparing the nonfixation areas with the 
entire motor field area. When there is total loss of 
binocular single vision, or when one eye is unable to fix 
on any point in the motor field, the percentage loss in 
visual efficiency is equivalent to the total loss and when 
the loss is partial the loss is proportional, based on 
the loss of use of one eye, provided the other eye has 
a normal field of fixation. Thus the loss of muscle 
function is rated as 5 per cent for each rectangle of 
the motor field in which there exists diplopia or loss 
of fixation. 

In exceptional cases each eye may have its independ- 
ent power of fixation impaired. In such cases the per- 
centage loss of efficiency should be computed as a bin- 
ocular disability as provided in section VI. 

Diplopia or loss of fixation must be irremediable 
and based on the regulations as described in section 
VIII before compensation shall be awarded. 
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REPORT OF COMMITTEE ON VISUAL ECONOMICS 


SECTION V. INDUSTRIAL VISUAL EFFICIENCY OF ONE EYE 


The industrial visual efficiency of one eye is deter- 
mined by obtaining the product of the computed co- 
ordinate efficiency values of central visual acuity, of 
field vision and of muscle function. Thus, if central 
visual acuity efficiency is 40 per cent, visual field effi- 
ciency is 81 per cent and the muscle function efficiency 
is 100 per cent, the resultant visual efficiency of the eye 
will be 0.40 X 0.81 X 1.00 = 32.4 per cent. Should the 
motor efficiency be reduced 50 per cent in the example 
given, the visual efficiency would be 0.40 X 0.81 X 0.50 
= 16.2 per cent. 


SECTION VI. INDUSTRIAL VISUAL EFFICIENCY OF THE CO- 


ORDINATE FUNCTION OF BOTH EYES 


It is a fact well established by common experience 
that visual efficiency is by no means reduced to one 
half (50 per cent) by the complete loss of one eye, 
vision in the fellow eye remaining normal; or that a 
permanent visual disability, total or partial, involving 
both eyes is not equivalent to the sum of the visual 
efficiency computed separately for each eye. Hence 
the necessity for a weighted average when a perma- 
nent binocular disability is present. The researches of 
the committee show that a weighing factor of 3 applied 
to the more efficient eye gives an efficiency rating of 
the individual in substantial agreement with the con- 
sensus of technical judgment, such judgment being 
based on actual reproduction, comparison and relative 
evaluation of various specific conditions of visual effi- 
ciency. 

It should be noted that when an injury has involved 
both eyes and then this weighted principle is employed 
to determine the loss of visual efficiency of the indi- 
vidual, the factor of loss of muscle function efficiency, 
which is determined by the area of diplopia, should be 
used only in computing the efficiency of the less effi- 
cient of the two eyes. The estimation of visual effi- 
ciency of the more efficient of the two eyes is there- 
fore based only on the efficiency computed by use of 
the factor of the percentage efficiency of central vis- 
ual acuity and of the visual field of this more efficient 
eye. 

The computation of efficiency of the codrdinate func- 
tion of both eyes follows: To the percentage figure 
which has been determined as the industrial visual effi- 
ciency of the less efficient of the two eyes, three times 
the percentage figure that has been determined similarly 
for the more efficient eye is added, and the result is 
divided by 4. The quotient will be the percentage figure 
that expresses the binocular visual efficiency. Thus, if 
efficiency rating of one injured eye is 40 per cent and 
that of the fellow eye is 80 per cent, the binocular vis- 
ual efficiency will be found by the following formula: 


(40 1) + (803) 280 
= —=70 per cent; and the vis- 
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ual efficiency loss will be 30 per cent and compensation 
must be computed on the amount awarded for total 
permanent disability of the individual. 
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SECTION VII. TYPES OF OCULAR INJURY NOT INCLUDED 


IN THE DISTURBANCE OF THE COORDINATE FACTORS 


Certain types of ocular disturbance are not included 
in the foregoing computations and these may result in 
disabilities the value of which cannot be computed by 
any scale as yet scientifically possible of deduction. 
Such are disturbances of accommodation, of color vi- 
sion, of adaptation to light and dark, metamorphopsia, 
entropion, ectropion, lagophthalmos, epiphora, and 
muscle disturbances not included under diplopia. For 
such disabilities additional compensation shall be award- 
ed, but in no case shall such additional award make 
the total compensation for loss in industrial visual effi- 
ciency greater than that provided by law for total 
loss of one eye when only one eye is involved and that 
for total permanent disability when both eyes are in- 
volved. 

Compensation for loss in industrial visual efficiency, 
as provided for above, does not include compensation 
for any cosmetic defect, for mental or physical suffer- 
ing, for cost of medical attention or for time lost from 
gainful occupation during the period of treatment 
previous to final computation of compensation as pro- 
vided for below. Additional compensation should be 
awarded for the various losses here enumerated when 
not specifically provided for by statute. 

SECTION VIII. REGULATIONS FOR COMPUTING COMPENSATION 

Compensation shall not be computed until all ade- 
quate and reasonable operations and treatment known 
to medical science have been attempted to correct the 
defect. Final examination on which compensation is 
to be based shall not be made until at least three 
months shall have elapsed after all visible evidences of 
inflammation have disappeared, except in cases of dis- 
turbance of extrinsic ocular muscles, optic nerve atro- 
phy, sympathetic ophthalmia and traumatic cataract; 
in such cases at least twelve months and preferably not 
more than sixteen months shall intervene before the 
examination shall be made on which final compensa- 
tion is to be computed. 


In cases of additional loss in visual efficiency when 
it is known that there was present a preéxisting sub- 
normal vision, compensation shall be based on the loss 
incurred as a result of eye injury or occupational con- 
dition specifically responsible for the additional loss. 
In cases in which there exists no record or no ade- 
quate and positive evidence of preéxisting subnormal 
vision, it shall be assumed that the visual efficiency 
prior to any injury was 100 per cent. 


~ 





IN FIFTY YEARS 


In this country, the level of public health is the high- 
est ever attained in the civilized world. But even that 
great achievement doesn’t satisfy the medical men. 
They mean to achieve far more in the years to come. 
That is the way the medical mind works. It never 
stands still. It must always look forward. 
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ONE HUNDRED YEARS IN PICTURES 


The first medical picture review ever 
issued, called “One Hundred Years of 
Medicine in Minnesota,” and published un- 
der the auspices of the Committee on Pub- 
lic Health Education, has just come off the 
press. 

This unique publication is timed to mark 
the one hundredth anniversary of the com- 
ing of Christopher Carli, first civilian prac- 
titioner of medicine to settle in Minnesota. 
It is designed not only as a centenary 
observance, but as a vivid and graphic out- 
line for lay readers of medical progress and 
facilities in Minnesota. 

It is told in pictures with a minimum of 
text because all authorities set a far higher 
value upon the picture technique for pop- 
ular education than upon orthodox editorial 
matter, no matter how well written or how 
attractively printed. 

Publication of this book was made pos- 
sible by friends of medicine whose names 
appear on the back cover. Through their 
interest and assistance it has been possible 
to broadcast the book widely among leaders 
of all groups in the state. Members of the 
Association were to receive copies for their 
waiting room tables early this month. 











PROCUREMENT PLANS FOR DOCTORS 


Plans for the new Procurement and Assign- 
ment Service for Physicians, Dentists and Vet- 
erinarians were outlined recently by Dr. Morris 
Fishbein, here for the annual dinner of the Min- 
nesota Medical Foundation, and by Dr. H. S. 
Diehl, dean of medical sciences at the University, 
who is a member of the new service board. 

The new service was created November 1 by 
executive order of the President, at the request 
of Social Security Administrator Paul V. Mc- 
Nutt, and will function only if a national emer- 
gency places procurement of personnel on a war- 
time basis. 
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Objective will be to supply essential profes- 
sional personnel for the armed forces without 
unnecessarily depleting services at home. 

Information taken from the American Medi- 
cal Association questionnaires has been put on 
punch cards and will be made available to the 
service, Dr. Diehl said, in outlining progress 
before health officers of the state at the Minne- 
sota State Sanitary Conference last month. More 
than two-thirds of the physicians of the country 
responded to the questionnaire. 


Many Will Remain 

Future needs for reserve officers will be modi- 
fied somewhat by the fact that some 60 per cent 
of officers already called to military duty have 
indicated a desire to remain beyond the 18 month 
period, Dr. Diehl said. 

Regulations for deferment of medical students 
subject to draft have been changed, he pointed 
out further, because the amendment excusing 
men of 28 or more from the service will auto- 
matically release many who reach that age before 
they have completed internships. 

To avoid that and also to safeguard the supply 
of physicians, all junior and senior medical stu- 
dents will be commissioned, upon application, in 
the administrative branch of the Reserve Corps 
while still in medical school. They will then be 
subject to call as soon as they have completed 
their internship. 


Advisory Committees 


For those who wish to take fellowships, a 
special arrangement has been made in the shape 
of advisory committees to function in each Mili- 
tary Corps Area. These committees will investi- 
gate and advise corps commanders as to the need 
for deferment until the fellowship is completed, 
in each case. 

No plans have been made as yet for using 
these Corps Area committees for other pur- 
poses but undoubtedly they could form a useful 


MINNESOTA MEDICINE 











MEDICAL ECONOMICS 


function in the adjustment of many other prob- 
lems connected with recruiting professional serv- 
ice for the military forces. 

It is of interest to note that Major Samuel F. 
Seeley, graduate of the University of Minnesota 
and who has already won the confidence of both 
doctors and military officials in Washington, has 
resigned his other duties to become executive 
director of the procurement and assignment serv- 
ice with headquarters in Chicago. 

Efficient administration of the office and sym- 
pathetic understanding of medical problems is 
regarded as assured under Major Seeley’s direc- 
tion. 





TYING UP TO DEFENSE 


Recent legislative bulletins from the Ameri- 
can Medical Association indicate that proposals 
for health insurance and disability benefits have 
been considered in connection with plans for 
broadening the basis of present Social Security 
legislation but that they are still in the forma- 
tive stage and action is doubtful this year. 

Late reports from Business Executive Publica- 
tions, Inc., have added information to the effect 
that a determination has been reached, as a re- 
sult of White House-Treasury-Security Board 
conference on Social Security, to delay for the 
time being consideration of a plan for disabil- 
ity benefits of health insurance that would be 
financed by further payroll taxes. 

At the same time the medical association bulle- 
tin warns that broadening of the Social Security 
program is being pushed as part of the defense 
effort and social aims of the Administration are 
bound to be implemented, at least in part, by 
tying their operation into the defense program. 





PREPAYMENT PLANS FOR 
MEDICAL SERVICE 


There is no question but what there is a con- 
tinuing and ever increasing interest in prepay- 
ment plans for medical service. 

Doctors are talking about them in medical 
and staff meetings. Lay organizations such as 
the League of Women Voters are again debating 
their merits—though, unfortunately, these latter 
are quite likely to confuse the issue and fall 
back upon polemics for and against private medi- 
cine. 
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The truth is, hospital plans have been so suc- 


cessful that, to an increasing degree, they are 


satisfying demands even of those who have 
been clamoring for prepayment plans for medi- 
cal service. In the minds of most medical men, 
also, these hospital service plans have been doing 
a good job. 

The story is different when it is a question 
of insurance for medical service, and it is diffi- 
cult for laymen especially to realize the complica- 
tions involved. Here we are dealing with indi- 
viduals and individual illnesses which challenge 
standardization. 


No Easy Matter 


If we were back in the horse and buggy days, 
our problem would be simpler. Then people 
entered hospitals only as a last resort and the 
armamentarium of the doctor consisted chiefly 
of his stethoscope and his own excellent clinical 
judgment. In these days of x-ray and of com- 
plicated laboratory procedures and methods of 
diagnosis, the problem of costs for medical serv- 
ice is not an easy matter to solve on any basis. 

The situation is further complicated because 
there are no definite checks upon patients who 
abuse privileges or upon doctors who do not 
understand that there are limits to the amount 
of service which can be rendered for funds avail- 
able. 

County and state medical societies in various 
parts of the country have organized prepay- 
ment plans for medical service in spite of these 
difficulties, on the trial and error method. Most 
of them have found that costs of home, office 
and hospital service exceeded expectations and 
have exhausted funds. 

It is easy to understand how a small percent- 
age of both patients and doctors can use up a 
disproportionate amount of funds with the re- 
sult that the average return to the physician be- 
comes very small. 

The result in several instances has been to 
abandon complete service and limit prepayment 
arrangements to surgical benefits while in the 
hospital. 


Surgical Service in Michigan 

In Michigan, for example, where the experi- 
ment in prepayment service has been widespread 
and excellently managed, complete service has 
not worked, for the reason that premiums have 
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not been sufficient to cover the costs. Prepay- 
ment plans for surgical services alone have been 
tried out quite extensively in some large Michi- 
gan manufacturing plants, but not enough time 
has elapsed as yet to report on this limited type 
of service. 

It is clear that investigation in this untried 
field has only begun. Much remains to be learned 
before anyone can say that this plan or that plan 
is the method of choice. Nevertheless, organized 
medicine must continue to study the question. 

Some facts we must face. The status of free 
choice which has so largely prevailed in the past 
is already giving way to an increasing amount 
of panel practice in industrial medicine and else- 
where. Free choice exists in theory only, in many 
branches of practice. At the same time, the pub- 
lic is increasingly interested in methods of shar- 
ing costs of catastrophic illness and the concept 
of Social Security is sure to be translated, 
sooner or later, into terms of medical service. 





“MOST NEGLECTED OF ALL CITIZENS” 


The next time you see your doctor, feel sorry 
for him. He is the most neglected of all citizens, 
though no one will deny that he is the most val- 
uable. 


He is expected to be first in the aid and com- 
fort of the people in time of epidemic and disaster 
and first in caring for the sick and hurt at all 
times, regardless of compensation. He must be 
the first to answer the call of his government to 
war to risk his life in trying to salvage the wrecks 
of battle. 

And in return the Government does nothing 
for him from an economic standpoint. The doctor 
is denied the benefits of Social Security and sim- 
ilar protections which the Government provides 
for most of its citizens. No regulations on wages 
and hours or working conditions apply to him. 
No provision is made for his future. The doctor 
is the stepchild of our national family as far as 
the Government is concerned. 

He does not have the safeguards with which 
the members of nearly all other professions’ sur- 
round themselves. He has no union, no other or- 
ganization designed for anything more than the 
exchange of scientific ideas, no association for 
mutual benefits of a material nature. If you asked 
a doctor why his profession does not form a sort 
of guild and join the CIO or the A. F. of L., and 
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take steps to protect the interests of doctors gen- 
erally, he would be so shaken at the very thought 
that he would have to write a prescription for his 
own nerves. 

We can just imagine the stir an organization 
of that nature would create throughout the land. 
There would be a great outcry, indeed, if the 
doctors decided they needed a union to better 
the conditions of their profession, say with ref- 
erence to hours and compensation and pensions 
and working conditions in hospitals and else- 
where and to regulate the amount of service they 
render the public free of charge and to bring 
about a little more promptness in the settlement 
of bills among patients able to pay. It would be 
quite a spectacle to see a committee of distin- 
guished union doctors picketing the premises of 
some notorious non-payer of medical fees. 

But of course you will never see such an or- 
ganization. The code of the profession requires 
that the doctor demean himself more rigidly than 
the rest of us in every way. It requires that he 
carry on with reference only to the ethics and 
the dignity of his calling and with no thought of 
his own welfare. Still, we think it is an unfair 
and unreasonable situation when the butcher and 
the baker are raising their prices on the doctor and 
the Government raising his taxes and he is ex- 
pected to go along on his old scale... . 

—Damon Runyon, in New York Daily Mirror 





MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


J. F. Du Bois, M.D., Secretary 


Minneapolis Osteopath Sentenced to Stillwater 
For Abortion 


Re: State of Minnesota vs. William L. Sheperdson 

On October 27, 1941, William L. Sheperdson, 49 years 
of age, a licensed osteopath, was sentenced by the 
Honorable Frank E. Reed, Judge of the District Court 
of Hennepin County, to a term of not to exceed 4 years 
in the State Prison at Stillwater. Sheperdson had 
entered a plea of guilty on September 18, 1941, to an 
indictment charging him with the crime of abortion. 
The case was referred to the Probation Officer of Hen- 
nepin County for an investigation to determine whether 
or not Sheperdson should be placed on probation. That 
investigation disclosed that Sheperdson had been drink- 
ing excessively for several years and had the following 
criminal record in the Municipal Court of Minneapolis: 


10/31/34—Driving while drunk—case continued. 

1/14/35—Drunk—$10.00 or 10 days—stayed to 1/18/35. 

1/18/35—Driving while drunk—driver’s license revoked— 
ordered to pay previous fine. 

1/25-35—Driving while drunk—90 “days—probation to 


1/10/36. 
9/25/39—Assault Nas battery (on wife)—45 days (served 
ays 
11/22/30—Drunk 30 days—served. 
8/ 5/40—Drunk—$10. oe, 
8/31/40—Drunk—$5.00 or oe 
10/24/40—Drunk—$20.00 or *0 ays—paid fine. 
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REPORTS AND ANNOUNCEMENTS 


In the present case the complaint was signed against 
Sheperdson by Mr. Brist on behalf of the Minnesota 
State Board of Medical Examiners, charging Sheperd- 
son with the crime of abortion. Sheperdson practiced 
a at 315 Masonic Temple Building, Minne- 

polis. Along in February, 1941, he became associated 
with David E. Rhoades in the performing of criminal 
abortions. Sheperdson stated that he had performed no 
abortions until that time. Since February Sheperdson 
and Rhoades performed 15 to 20 criminal abortions, 
according to Rhoades’ statement. According to evi- 
dence furnished the authorities, a number of these 
abortion cases were referred to Sheperdson by several 
southern Minnesota osteopaths. Rhoades, who had no 
license to practice any form of healing, was sentenced 


on October 6, 1941, to a term of not less than 2 years, 
and not more than life imprisonment in the State Prison 
at Stillwater for his part in the abortions. The long 
sentence given to Rhoades was due, in part, to the 
fact that he had 3 previous felony convictions. In sen- 
tencing Sheperdson, Judge Reed stated that the de- 
fendant was in his present difficulty because of the 
excessive use of liquor, and that under the circum- 
stances, the Court could not place him on probation. 
Judge Reed also stated that he would not oppose the 
defendant’s release after he had served one year of 
his sentence. Sheperdson’s case has been called to the 
attention of the State Board of Osteopathy for a pos- 
sible revocation of his osteopathic license. 





* REPORTS and ANNOUNCEMENTS * 





MEDICAL BROADCAST FOR DECEMBER 


The Minnesota State Medical Association broad- 
casts weekly at 10:45 o’clock every Saturday morning 
over Station WCCO, Minneapolis, Station WLB, Uni- 
versity of Minnesota, and KDAL, Duluth. 

Speaker: William A. O’Brien, M.D., Director of 
Postgraduate Medical Education, Medical School, Uni- 
versity of Minnesota. 

December 6—Coronary Disease 
December 13—High Blood Pressure 
December 20—Rheumatic Heart Disease 
December 27—Gingiviti's 


NINTH E, STARR JUDD LECTURE 


Dr. Frederick A. Coller of Ann Arbor, Michigan, 
Professor and Director of the Department of Surgery 
at the University of Michigan Hospital, will give the 
ninth E. Starr Judd lecture at the University of Min- 
nesota in the Chemistry Auditorium on Wednesday, 
January 21, 1942, at 8:15 pm. The subject of Dr. 
Coller’s lecture is “A Review of Studies on Water and 
Electrolyte Balance in Surgical Patients.” 

The late E. Starr Judd, an alumnus of the Medical 
School of the University of Minnesota, established this 
annual lectureship in surgery a few years before his 
death. 


AMERICAN UROLOGICAL 
ASSOCIATION AWARD 


The Americ... Urological Association offers an an- 
nual award, not to exceed $500, for an essay (or essays) 
on the result of some specific clinical or laboratory re- 
search in urology. The amount of the prize is based 
on the merits of the work presented, and if the com- 
mittee on Scientific Research deem none of the offer- 
ings worthy, no award will be made. Competitors shall 
be limited to residents in urology in recognized hospi- 
tals and to urologists who have been in such specific 
practice for not more than five years. 

Essays shall be in the hands of the secretary, Dr. 
Clyde L. Deming, 789 Howard Avenue, New Haven, 
Conn., on or before April 1, 1942. 
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OLMSTED-HOUSTON-FILLMORE-DODGE 
COUNTY MEDICAL SOCIETY 


Dr. P. W. Brown of Rochester was named president 
of the Olmsted-Houston-Fillmore-Dodge County Med- 
ical Society at the annual meeting in Rochester, No- 
vember 5. Dr. J. P. Nehring of Preston was named 
vice president, and Dr. M. J. Anderson was reélected 
secretary. 


POSTGRADUATE COURSES 
IN OBSTETRICS 


Five postgraduate courses in obstetrics, each of four 
weeks’ duration, will be offered at the Chicago Lying-in 
Hospital between January 12 and June 6, 1942. These 
are sponsored by the Illinois State Department of 
Health and the Children’s Bureau of the U. S. Depart- 
ment of Labor. The features of the program consist 
of observations on current managements of normal and 
abnormal states of the pregnant, parturient, and puer- 
peral patient. Lectures, demonstrations, clinics, and 
other teaching means augment the operating room and 
birth room observations, and ward-round discourses. 
The course is run on a non-profit basis. A deposit 
of $25.00 is required on registration, $10.00 of which is 
refunded at the completion of the course. All the 
members of the department participate in giving the 
courses. Additional information and application blanks 
may be obtained by request from Postgraduate Course, 
Department of Obstetrics and Gynecology, 5648 Drexel 
Avenue, Chicago, Illinois. 


BLUE EARTH VALLEY 
MEDICAL SOCIETY 


The annual meeting of the Blue Earth Valley Medi- 
cal Society was held November 7 in Blue Earth. 
Dr. Willard White of Minneapolis gave an illustrated 
lecture on fractures. 

Officers elected were: Drs. J. J. Heimark of Fair- 
mont, president; Dr. M. P. Virnig of Wells, vice presi- 
dent; and Dr. J. L. Mills of Winnebago, secretary- 
treasurer. 
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MINNESOTA’S PROGRAM 


N 1939, the Minnesota State Legislature passed 

an act requiring the reporting of occupational 
diseases and providing for the investigation and 
control of poisoning and disease contracted as a 
result of the nature of employment. The admin- 
istration of this act was delegated to the State 
Department of Health. Early in 1940, an Indus- 
trial Hygiene Unit was organized within the 
Department of Health. In July of this year, the 
status of the Industrial Hygiene Unit was 
changed to that of a Division of Industrial 
Health. 


Many of the details of the program of the new- 
ly formed division remain to be worked out with 
the Medical Society, representatives of organized 
labor and industry, the State Industrial Commis- 
sion and others. 


The general outline of the program is as 
follows : 


1. To receive and investigate reports of occu- 
pational disease. 


2. To promote more adequate medical services 
within industry ; such as the employment of full- 
time or part-time physicians and nurses, the pro- 
vision of properly equipped first aid rooms, and 
the maintenance of sickness records. 


3. To encourage the use of ethical preémploy- 
ment and periodic physical examinations and, as 
a part of these examinations, the use of the rou- 
tine serologic test for syphilis. It is advocated 
that the positive test for syphilis should not be 
used as a means of discrimination against an em- 
ploye providing he secures adequate medical 
treatment, unless he has syphilis in a communi- 
cable stage, or sufficient involvement of the heart 
or central nervous system to be a hazard to him- 
self or his associates. 


4. To confer with industrial physicians in re- 
gard to special problems or general industrial 
health programs. Special urine and blood analy- 
ses for evidence of industrial intoxication will be 
done when warranted. Occasional physical exam- 
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inations will be made as an aid in evaluating the 
seriousness of certain industrial exposures. 

5. To provide engineering personnel who are 
specially trained and equipped to make studies of 
plant environment ; such as air analysis for toxic 
vapors, gases, and dust, in effort to determine 
whether the working atmosphere is safe or other- 
wise and to make recommendations for the con- 
trol of health hazards found. These studies will 
be made at the request of physicians, plant man- 
agements, the State Department of Labor and 
Industry, and others concerned with the health 
and welfare of the industrial worker. 


6. To promote adult hygiene programs within 
industrial groups; such as the control of tubercu- 
losis, syphilis, and other communicable or pre- 
ventable diseases. This requires the codrdination 
of other services and facilities within the Health 
Department. 


7. To prepare and disseminate information on 
various toxic materials and processes, and meth- 
ods for their control. 


Since the onset of the National Defense Pro- 
gram, the Division of Industrial Health has con- 
centrated the greater part of its effort within those 
industries engaged in filling defense contracts. 
With the rapid expansion which commonly takes 
place in such industries, new and unused build- 
ings will be utilized, new processes and materials 
will be employed, many engineering changes will 
be made, and both skilled and unskilled labor 
will be added to the payroll. Often in such rapid 
expansion of activities, control measures are not 
kept in pace with the effort to speed up produc- 
tion. New materials are handled without due 
consideration for their potentially toxic effects. It 
is in the control of these processes and in the pro- 
motion of better health services within these in- 
dustries that the Division of Industrial Health of 
this state can be of service in safeguarding the 
health of our industrial workers and promoting 
our national defense. 


L. W. FoxKer 
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In Memoriam 





Franklin William S. Raiter 


Franklin William S. Raiter died at his home in 
Cloquet, Minnesota, October 2, 1941, stricken by a 
cerebral hemorrhage. In 1938, he had a stroke from 
which he made a gradual but not complete recovery. He 
was in reasonably good health and attended the Min- 
nesota State Medical meeting at Saint Paul in May, 
1941. His recent cerebral accident, however, was fatal. 


Franklin Raiter was born September 3, 1889, in 
Stillwater, Minnesota. He was the son of Frank and 
Elizabeth Raiter who moved to Cloquet when their 
children were very young. 


Franklin went to school in Cloquet and graduated 
from the high school there. He attended the Uni- 
versity of Minnesota and later received his medical 
degree from Marquette University, Milwaukee, in 1911. 
He entered medical practice in Cloquet in 1914. 


Almost at once he entered the United States Army 
Medical Service and received a commission as lieuten- 
ant, later captain in the Minnesota National Guard. He 
was attached to this outfit on the Mexican border, and 
overseas in 1917 during the World War. 

After being discharged, Dr. Raiter spent several 
months at Bellevue Hospital in New York City before 
returning home to resume his practice in the summer of 
1919. From that time until his illness in 1938, Dr. 
Raiter was one of the leading physicians in his district. 
He kept abreast of modern developments in medicine 
by attending numerous clinics both in this country and 
during two trips to Europe. 

Despite the heavy demands of his widespread practice, 
Dr. Raiter devoted considerable time to civic duties. 
For about twenty years he was a member of the school 
board and at the time of his illness he was its presi- 
dent. He served as city health officer and county coroner 
for approximately twenty-five years and it was a local 
political byword that he never had to campaign for 
reélection. 

He was a member of the Minnesota State Medical 
Association, the St. Louis County Medical Society, 
the American Medical Association, the American Ob- 
stetrical and Gynecological Society, the U. S. Military 
Surgeons’ Association, the Zion Lutheran church, the 
Dalles lodge, the Shriners, the American Legion, the 
Fraternal Order of Eagles, the Odd Fellows, the Sons 
of Norway and the Branting lodge, Vasa Order of 
America. He was a charter member and past president 
of the Rotary Club. 

He had no outstanding hobbies outside his profession. 
He played a little golf and went fishing occasionally. 
The men at the paper mill, where he worked as a boy, 
often found him sitting in their midst during the noon 
hour, visiting. He was often late to his office because 


he had stopped at some farmhouse to chat with old 
friends. 


DeceMserR, 1941 


With his medical confreres he was always cheerful 
and cordial. He will be sadly missed by all who knew 
him. 


Dr. Raiter is survived by his widow; one son, 
William; two sisters, Mrs. John Spargo and Miss 
Frances Raiter, Chicago, and two brothers, Dr. Roy 
Raiter and Roscoe Raiter, Cloquet. 

—A.N.C. 


Robert Graham 


Dr. Robert Graham was born in Shetland, Ontario, 
in 1865 and died in Duluth September 22, 1941, at the 
age of seventy-six years. 

He was graduated from the Wardsville High School 
and later from the Strathroy College Institute. He 
received his medical degree from the Wayne Uni- 
versity College of Medicine, Detroit, Michigan, in 1893 
and the same year was licensed to practice medicine in 
Minnesota. 

He then located in Duluth but after a short time 
accepted a position as mine surgeon for some of the 
mines at Hibbing, Minnesota. A year later he returned 
to Duluth where he maintained his offices until shortly 
before his death. He was a member of the St. Louis 
County Medical Society, Minnesota State Medical As- 
sociation and the American Medical Association. 

Soon after establishing himself in Duluth he married 
Miss Augusta Oppel, a member of one of Duluth’s 
early families. She and two daughters, Mrs. Norman 
Seiter of Utica, N. Y. and Mrs. Herbert Bartholdi of 
Saint Paul, survive him. 

Dr. Graham stood high in Elkdom and in Masonry. 
He had taken the Scottish Rite degrees and was an 
Aad Temple Shriner. Early in his medical career he 
was appointed county physician to St. Louis County. 
He performed the duties of this office creditably and 
well for many years, until the infirmities of advancing 
age caused him to resign the office. He took several 
postgraduate courses in his earlier years, endeavoring 
ever to seek inspiration and keep himself abreast of 
the times. He was a past president of St. Louis County 
Medical Society and had served as Chief of Staff of 
St. Lukes Hospital in Duluth. He had taken a very 
active and influential part in the affairs of the hospital 
during all his years in Duluth. As the years slipped 
by and his work increased he chose to limit it to 
surgery only. During many years he was looked upon 
as one of Duluth’s leading surgeons. 

He had been very active in the organization of the 
Duluth Automobile Club and the furtherance of its 
good work. Its value to the community was in no small 
degree due to his influential efforts. 

Robert Graham was a doetor of the old school. His 
interest in his patients was always friendly. He was 
kindly, patient and possessed of a spirit of tolerance to 
an unusual degree. His homely comparisons, nearly 
always tinged with humor, characterized the man’s at- 
titude toward life better than anything else excepting 
his work itself to which he brought a high sense of 
fidelity to duty. 

S.ELB., Sr. 
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PROCEEDINGS of the MINNESOTA ACADEMY OF MEDICINE 





Meeting of October 8, 1941 


The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town and 
Country Club on Wednesday evening, October 8, 1941. 
Dinner was served at 7 o’clock and the meeting was 
called to order at 8 p.m. by the president, Dr. J. M. 
Armstrong. 

There were fifty-four members present. 

Minutes of the May meeting were read and approved. 

The scientific program followed. 


SOME PROBLEMS IN AVIATION MEDICINE 


Maurice B. Visscher, M.D. 


Dr. Visscher, of the Department of Physiology, 
University of Minnesota, read his Inaugural Thesis 
on the above subject. Lantern slides and charts were 
shown. 


Summary 


The aspects of aviation medicine which give it a 
distinct character arise from the behavior of the hu- 
man organism in adjusting itself in new and different 
environmental situations. Consequently, by definition 
the peculiar problems of aviation medicine are physi- 
ological ones. The unusual environmental situations 
to which the human body is exposed in aviation may 


be divided into four general categories. They are: 
(1) altered total atmospheric pressure; (2) altered 
oxygen tension; (3) accelerational forces; and (4) 


variable situation in space. Rapidly decreasing total 
atmospheric pressure sets up the conditions for de- 
compression disease. Symptoms comparable to those 
found in caisson disease occur in aviators. They are 
presumably due to bubble formation in the blood and 
tissue. The mechanism by which bubbles, which are 
new phases, are formed in fluids when the pressure 
over them is reduced is still obscure. Different indi- 
viduals show varying degrees of severity of symptoms 
during decompression. The tolerance of the body to 
lowered oxygen tension is critical in relation to the 
altitude at which human flight is possible. Again, there 
are individual differences in susceptibility. The dis- 
covery of means for raising the altitude ceiling of 
aviators constitutes one of the most important prob- 
lems in aviation medicine. Results of experiments 
were presented indicating that various chemical agents 
influence susceptibility to the effects of oxygen want. 
The accelerational forces to which the body is ex- 
posed in flying maneuvers is very much greater than 
those to which a human body is subjected under other 
conditions of life. The magnitude, the direction and 
the duration of application of accelerational forces are 
all important to the effect produced. Applied forces 
of a certain intensity and duration have greater effects 
if the action is in the long axis of the body than 
they have if they are applied in the direction of shorter 
axes. In practice, it has been found that the assump- 
tion of a crouching position during turns gives con- 
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reflexes 


Postural 
having their origin in end organs in the vestibular 
apparatus lead to erroneous and undesirable responses 


siderable protection to aviators. 


in pilots. Visual and deep pressure sensations pro- 
vide, in general, reliable information. A large num- 
ber of physiological problems in connection with the 
behavior of the human body in flight still await satis- 
factory solution. Progress in aviation practice today 
depends at least as much upon equipping flying per- 
sonnel so that they are capable of utilizing the ca- 
pacity of the modern airplane as upon any other fac- 
tors. Airplane motors can operate at higher altitudes 
than the human can tolerate. Airplane bodies are 
structurally able to bear greater accelerational stress, 
than can the human body. Air craft can ascend at 
greater rates than can be tolerated by the occupants 
of the plane unless they are specially prepared. There 
is an obvious place for fruitful physiological investiga- 
tion in the attempt to solve these practical problems. 


Discussion 


Dr. Max Avserts, Saint Paul: I have enjoyed Dr. 
Visscher’s paper a great deal and wish to compliment 
him on his fine presentation of this most interesting 
subject. I would like to ask him if there has been any 
experimental work done on the so-called anticipation 
of direction, which I believe can be explained on some 
personal experience and observation. Some _ twenty 
years ago I had an opportunity to do considerable 
flying, and at that time so-called stunt flying in its va- 
rious phases was quite a popular pastime. It was my 
observation that the passenger after going through va- 
rious maneuvers often became very nauseated, fre- 
quently followed by vomiting, and in some cases loss 
of consciousness results, while the pilot suffered no 
reactions whatsoever. However, when the situation 
was reversed and the pilot acted as a passenger, very 
often the same reactions were experienced by him. 
In other words, the pilot, knowing exactly what was 
to transpire during the maneuver, could adjust himself 
accordingly—he “rode the plane” instead of fighting 
the change of direction. This would seem to me a 
rather important factor both in large military planes 
which carry several in the crew and even the large 
transport planes used in civilian aviation, although I 
realize that the type of flying is entirely different from 
that experienced in the small combat planes. 

Dr. VisscHEr, (in closing): I am sure that is cor- 
rect. I think there is probably a relatively simple ex- 
planation, and that is the posture assumed by the per- 
son who is expecting this thing. The pilot is able to 
assume a more desirable posture, knowing what is 
going to happen. 

I know there is work going on in one or two Ameri- 
can laboratories, such as you mention. We have only 
two centrifuges in this country as compared with 8 or 
10 in Germany. Very little experimental work can 
be done right in the planes because they can’t carry 
the equipment necessary. The place to do it is probably 
in centrifuges. I wish I could go into the point you 
mention with more assurance. I can’t tell you what 
has been done because I haven’t gone over all the 
literature. 


The meeting adjourned. 


E. V. Kenericx, M.D. 
Secretary. 
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A scientifically prepared formula for 


infants deprived of breast milk. 
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THIS IS HOW IT IS 
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1. Empty one tightly 2. Add enough warm, {.Capbottleand shake 
packed measuring cup previously boiled water into solution. Feed at 
of S-M-A Powder into to make one ounce. body temperature. 
bottle. 





THIS IS THE WAY IT IS FED The quantity and number of feedings in 24 hours should be 


the same as that taken by the normal breast-fed infant. 











THIS IS THE ONLY 
SUPPLEMENT REQUIRED. . 


AND THIS (in a nutshell) is 


the Easy, Economical Way used by an 
ever-increasing number of physicians 


to insure excellent nutritional results. 
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Dr. William Rademaker of Detroit Lakes has be- 
come associated with the Shipman Hospital in Ely. 
* * * 


Construction of a 42-foot addition to the Hart Hospi- 
tal in Monticello has been begun by Dr. W. E. Hart. 
* * * 


Dr. Cyril Smith of Duluth has been appointed a mem- 
ber of the Minnesota Boxing Commission, his term to 
run until January, 1943. 

ee « 


Dr. Donald W. Johnson of Fairmont is announced 
as the first prize winner in the photography division 
of the 1941 American Physicians’ Art Association con- 
test. 

“ees «@ 

Dr. C. L. Oppegaard of Crookston gave an illustrated 
talk on surgical technique at the fall meeting of the 
Red River Valley Medical Society held at Warren, 
Minnesota, October 28. 

x * * . 

Dr. and Mrs. W. C. Stillwell, Mankato, Minnesota, 
were in Boston, November 3 to November 8, where Dr. 
Stillwell attended the American College of Surgeons 
meeting. 

* * * 

Dr. Robert Gray, who has been associated with the 
Marshall Clinic at Marshall, has joined the “Medical 
Aid to Britain” division of the American Red Cross 
and has gone to England for active service. 

x * * 

Dr. W. L. Herbert, who has practiced. in Granite Falls 
for the past ten years, has moved to Minneapolis where 
he has opened offices at 307 East Hennepin for the 
practice of general medicine and surgery. 

s ¢ *# 

Dr. G. C. Strauss has become associated with Dr. 
Robert Bray at the Biwabik Hospital in Biwabik. Dr. 
Strauss interned at St. Luke’s hospital in Duluth, and 
since July had practiced at Grand Marais. 

* * * 

Dr. Reynold A. Jensen, assistant director of the 
Psychiatric Clinic for Children at the University of 
Minnesota, addressed the South Dakota Public Health 
Nurses Association at Mitchell, November 14. His 
subject was “Psychiatry and the Public Health Nurses.” 

* * * 

Dr. Charles W. Rogers has purchased the South- 
western Minnesota Hospital in Heron Lake from 
Dr. Alfred G. Chadbourn, with whom he has been 
associated since March, 1938. Dr. Rogers is a gradu- 
ate of the University of Minnesota Medical School, 
Class of 1935, and served his internship in St. Mary’s 
hospital in Duluth. 

* * * 

Dr. Reino H. Puumala of Cloquet recently was 
named coroner for Carlton County, filling the va- 
cancy caused by the death of Dr. F. W. S. Raiter, who 
had served in that capacity for twenty-five years. 
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The Masonic lodge of Caledonia honored Dr. and 
Mrs. De Costa Rhines, who recently moved from 
Caledonia to Owatonna, at a reception, October 30. 
Dr. Rhines practiced in Houston County for many 
years. 

x *k * 

Dr. Benjamin F. Swezey has reopened offices in 
Buffalo after an absence of four years. Dr. and 
Mrs. Swezey left Buffalo to go to Iowa and later 
they moved to Bellingham, where Dr. Swezey was in 
practice for some time. 

*x* * * 

Dr. Russell M. Wilder of Rochester was one of a 
group of alumni distinguished for outstanding activity 
in a special field, who was awarded a medal by the 
University of Chicago at the recent celebration of its 
fiftieth anniversary. 

x * x 

Dr. D. C. Balfour of Rochester has been appointed 
an honorary consultant to the Medical Department of 
the United States Navy. The appointment was made 
upon the recommendation of the Secretary of the 
Navy to the President. 

es 

Dr. Theodore C. Erickson, a graduate of the Uni- 
versity of Minnesota Medical School in 1930, has 
been appointed associate professor of surgery at the 
University of Wisconsin. A native of Saint Paul, Dr. 
Erickson has been staff surgeon at the Montreal Neu- 
rological Institute in Montreal. 

x * * 

Dr. E. M. Hammes of Saint Paul was elected presi- 
dent of the Central Neuropsychiatric Association at its 
meeting in Detroit and Ann Arbor, Michigan, the latter 
part of October. Dr. William Smith of Indianapolis 
was named vice president, and William Menninger of 
Topeka, secretary-treasurer. 

x ok x 


Dr. Waltman Walters of Rochester lectured at the 
Klahr Auditorium in Philadelphia, November 18, un- 
der the Constantine Hering Fund of the Hahnemann 
Medical College and Hospital of Philadelphia. His 
subject was “Malignant Lesions of the Stomach.” Dr. 
Walters was honored at a dinner preceding the lecture. 

Dr. Walters has been named a member of the Na- 
tional Advisory Cancer Council, succeeding Dr. James 
B. Murphy of the Rockefeller Institute. 

x * x 


Trustees of the Minnesota Medical Foundation were 
reélected at the annual dinner in the Coffman Me- 
morial Union, November 7. They are Drs. Erling S. 
Platou and Robert L. Wilder of Minneapolis and Dr. 
George A. Earl of Saint Paul. 

Dr. Morris Fishbein of Chicago, editor of the Jour- 
nal of the American Medical Association, spoke. 

The Foundation’s bulletin appeared in November in 
a new form under the title of “Trends in Medical Prac- 
tice and Research.” 
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*Silver Picrate is a definite crystalline compound of silver and picric acid. 
It is available in the form of crystals and soluble trituratien for the prepara- 
tion of solutions, suppositories, water-soluble jelly, and powder for vaginal 


insufflation. 


t and literature will be sent upon request 


(DUE TO NEISSERIA GONORRHEAE) 


Soiver Picrate, 


Wyeth, has a convincing record of 
effectiveness as a local treatment for 
acute anterior urethritis caused by 
Neisseria gonorrheae.t An aqueous 
solution (0.5 percent) of silver pic- 
rate or water-soluble jelly (0.5 per- 
cent) are employed in the treatment. 


1. Knight, F., and Shelanski, 
H. A., “Treatment of Acute Ante- 
rior Urethritis with Silver Picrate,” 
Am. J. Syph., Gon. & Ven. Dis., 
23, 201 (March), 1939. 
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Among speakers at the Post-Graduate Medical As- 
sembly of South Texas, which presented its tenth an- 
nual clinical meeting December 4 in Houston, was 
Dr. William C. MacCarty of Rochester. 

x * * 

Dr. Peter D. Ward, medical superintendent of 
Charles T. Miller Hospital in Saint Paul, has been 
named a member of the permanent Hospital Service 
Commission of the American Hospital Association 
which was established during the recent annual meeting 
of the association. 

x * x 

Recently relieved from extended active duty with 
the United States Army were: Dr. Bruce M. Anderson 
of Rochester and Dr. George J. Halladay of Brainerd. 
Both are first lieutenants, and were assigned to Camp 
J. T. Robinson, Arkansas. 

Orders of Dr. Nesmith P. Nelson of Brainerd, 
captain, to report for active duty, have been revoked. 
* * * 

Dr. Paul W. Searles, a former fellow in anesthesia 
in the Mayo Foundation, has been appointed profes- 
sor of anesthesia and head of that department in the 
School of Medicine at the University of Buffalo. Dr. 
Searles received the degree of Master of Science in 
anesthesia from the University of Minnesota while at 

the Mayo Clinic. 
* *k * 

Dr. P. N. Pastore of Rochester has received the 
appointment of professor of otolaryngology and rhi- 
nology at the Medical College of Virginia in Richmond. 
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The appointment becomes effective January 1, 1942. 
Dr. Pastore is a member of Sigma Xi and has been 
certified by the American Board of Laryngology. He 
received the degree of M.S. in Otolaryngology and 
Rhinology from the University of Minnesota while 
at the Mayo Clinic. 
*x* * * 

Dr. Donald C. Balfour, of Rochester, director of 
the Mayo Foundation, received an honorary doctor 
of laws degree at a special convocation at the Univer- 
sity of Toronto, Canada, his alma mater, October 24. 
Dr. Balfour received his M.B. degree there in 1906 
and his M.D. degree in 1914. 

The honorary LL.D. degree is Dr. Balfour’s second, 
the first being awarded by Carleton College, North- 
field, in 1934. Last May he was awarded an honorary 
degree of Doctor of Science by McMaster University 
in Hamilton, Ontario. 

e¢ 

Dr. Owen H. Wangensteen, head of the department 
of surgery at the University of Minnesota Hospitals, 
is chairman of the Forum on Fundamental Surgical 
Problems which held its first meeting at the Clinical 
Congress of the American College of Surgeons in 
Boston, November 4 to 7. 

Papers presented were by a number of Minnesota 
men: Dr. Arnold J. Kremen, Dr. Wangensteen, Dr. 
N. Kenneth Jensen, Dr. Richard L. Varco, Dr. N. 
Logan Leven, Dr. Clarence Dennis, Dr. John R. Paine, 
Dr. Charles F. Code, Dr. Lyle J. Hay and Dr. Bernard 
Lannin of the University of Minnesota medical school. 
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OF GENERAL INTEREST 





Also Drs. A. E. Osterberg, S. B. Harper, Asher S. 

Chapman, James T. Priestley and W. R. Lovelace of | 

Rochester. 
x * x 





The annual dinner meeting of the general medical 
faculty of the University of Minnesota was held No- 
vember 6 in the Coffman Memorial Union. 

Dr. Wallace H. Cole, who recently returned from 
England, spoke on his experiences as director of the 
American Hospital in Britain, and Dean Theodore C. 
Blegen of the Graduate School, discussed “Glimpses 
of Northwest Medical History.” 

Dr C. D. Creevy, assistant dean of the Medical 
School, presided in the absence of Dr. Diehl. A special 
guest at the dinner included the president of the univer- 
sity, Walter C. Coffey. 


* * * 


Dr. Walfred Johnson, who has been in practice in 
Sauk Center since 1926, has gone to Chatham, Massa- 
chusetts, to assume the practice of a physician called 
into active service of the U. S. Marine Corps. Chatham 
is near Dr. Johnson’s home town of Worcester. 

Taking over Dr. Johnson’s practice during his ab- 
sence is Dr. Karl Pleissner of Minneapolis, a graduate 
of the University of Minnesota Medical School. 

Dr. Johnson, who plans to be away from Sauk Center 
for just a year, purchased the practice of the late 
Dr. E. J. Lewis, father of the famous novelist, Sinclair 
Lewis, in 1926. 








* * * | 


Governor Stassen has appointed as a member of 
the Minnesota Committee of the White House Con- 
ference on Children in a Democracy, Dr. R. L. J. Ken- jn 
nedy of Rochester. Dr. John Anderson, director of the Chippewa 
child welfare institute at the University of Minnesota, 
has been named chairman of the committee. _ 

Dr. Henry R. Helmholz, Rochester pediatrician, is a Sparkling Water 
member of the National Citizens’ committee and will 
serve as liaison officer between that community and the 
Minnesota group, which will act as the child welfare 
section of the Minnesota welfare defense advisory 
committee. we FOR YOUR FAVORITE DRINK 

Dr. John L. Rothrock of Saint Paul has given a 
gift of $50,000 to Gettysburg College in Gettysburg, 
Pennsylvania, from which he received his B.A. degree 
in 1885. Famous for purity and softness. 
Does not alter the flavor or 


Dr. Rothrock, who took his medical work at the bouquet of your favorite drink. 


University of Pennsylvania, practiced in Saint Paul Highly carbonated. 
from 1890 to 1936 when he retired from active prac- 12 QUARTS OR $1-50 
tice. He was made professor emeritus of obstetrics 24 PINTS .......-.--- 


and gynecology at the University of Minnesota Medical 
School in 1936, having served on the medical faculty 
since 1895. 
Dr. Rothrock received a Doctor of Science degree . 
from Gettysburg in 1934. 
oo YOUR LOCAL DEALER or AT. 6361 
Dr. W. Randolph Lovelace of Rochester is the newly 
elected president of the Aero Medical Association of the 
United States. He was named to that office at the 
association’s annual meeting in Boston, October 31- 
November 2. 
Dr. Lovelace, co-winner with Dr. Walter Boothby of 
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recognition in the award of the Collier aviation trophy 
last year, is one of the youngest men ever to head 
the association. 

Drs. Lovelace, Boothby, J. H. Tillisch, H. C. Hin- 
shaw, together with Dr. Arthur Bulbulian (dentist), 
of the Mayo Clinic presented papers at the meeting. 

e @ « 

A bronze statue of the late Drs. William J. and 
Charles H. Mayo in their surgical gowns will be the 
central point of interest of the Mayo Memorial Shrine 
to be erected in Rochester by residents of Rochester 
and Olmsted County. 

The shrine, which was designed by James Earle 
Fraser, New York sculptor, will be separate and dis- 
tinct from that being planned by the Minnesota Me- 
morial Commission headed by Senator William B. Rich- 
ardson. 

The bronze statue will be placed on a _ granite 
base before a granite background in the central open 
space of an amphitheatre, symbolic of operating rooms. 

* * * 

Approximately fifty persons registered for the course 
of lectures, demonstrations and clinics concerned with 
problems related to medical and surgical emergencies 
in civilian and military practice, given at Rochester the 
week of November 10, under the direction of the 
Mayo Foundation. 

Among the lecturers was Sir John Boyd Orr of 
London, scientific adviser to the minister of nutrition of 
Great Britain, who spoke on “The Role of Nutrition 
in War and Peace,” and Dr. Wallace H. Cole of Saint 
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Paul, who discussed his experiences in orthopedic sur- 
gery in England. 

The scientific and clinical programs were presented 
by staff members. 

x *k * 

The American College of Surgeons at its meeting 
in Boston last month announced the addition of sixteen 
more hospitals to its 1940 list of 200 approved for 
training in surgery. 

This addition will provide training for fifty-six more 
gradvate students in surgery, bringing the total loca- 
tions to 697. The present appointments exceed the 
ni‘uber of men available to fill them, 101 vacancies 
already existing on the resident staffs in surgery at the 
approved hospitals. It is questionable whether the 
present emergency should be allowed to interfere with 
the training of qualified surgeons. 

The Minnesota hospitals approved by the college are: 
Minneapolis General, University Hospitals, Mayo Foun- 
dation, Ancker, Miller and Gillette Hospitals. 

* * * 

Former fellows in the Mayo Foundation, who ma- 
jored in pediatrics and were associated with Dr. Samuel 
Amberg of Rochester, honored him at a_ surprise 
dinner, October 31. 

There were sixty guests, including a large number 
of former residents who were in Rochester for the 
annual meeting of the Alumni Association of the Mayo 
Foundation. 

Dr. Amberg was presented with a book compiled by 
his former associates and consisting of contributions 
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written by them. To the pediatrics department at the 
Mayo Clinic went an etching of Dr. Amberg, the por- 
trait also a gift of the former residents. 
Dr. R. L. J. Kennedy was master of ceremonies. 
Dr. Amberg, who is associate professor of pediatrics 


in the Mayo Foundation, has been associated with 
the Mayo Clinic since 1921. 
* * a 


Dr. William H. Long of Fargo, North Dakota, was 
elected president of the Alumni Association of the 
Mayo Foundation for Medical Education and Research, 
which held its twenty-third annual reunion in Roches- 
ter, October 29-31. Dr. Long succeeds Dr. Porter 
P. Vinson of Richmond, Virginia. 

Other officers named are: Dr. J. M. Blackford, Seat- 
tle, Washington, first vice president; Dr. T. J. Kin- 
sella of Minneapolis, second vice president. Dr. E. L. 
Meland of Minneapolis was reélected secretary, and 
Dr. D. Morrison Masson of Rochester, associate secre- 
tary and treasurer. 

Dr. C. F. Dixon of 
board of governors. 


Rochester was elected to the 


Approximately 140 visitors registered for the three- | 


day session. 
** « 


Medical reserve officers called to active duty with 
the United States Army within the past few weeks 


include: 


Stanley S. Chunn, Pipestone, 
Service Command Station Hospital, 

William Ginsberg, Saint Paul, 
Center, Camp Hulen, Texas. 

Robert Fred Golden, Rochester, captain, Corps Area Service 
Command Station, Cam J. T. Robinson, Arkansas. 

Carl Alfred Hanson, Keianespoiie first jieutenant, 
Service Command Station Hospital, Fort Snelling, 

Homer H. Hedemark, Thief River Falls, captain, 
Leonard Wood, Missouri. 

Linneus Godfrey Idstrom, Ah-gwah-ching, first lieutenant, to 
Fess Snelling. 

Donald Everett 
Snelling. 

Bernard Selinger, Red Lake, first lieutenant, 


first lieutenant, Corps Area 
Fort Leavenworth, Kansas. 
major, Anti-aircraft Training 


Corps Area 
Minnesota. 
to Fort 


Ralston, Minneapolis, first lieutenant, Fort 


368th Infantry, 


Fort Huachuca, Arizona. 

Carl liver Thompson, Hendricks, first lieutenant, Corps 
Area Service Command Station Hospital, Fort F. E. Warren, 
Wyoming. 

John Gordon Griffin, Rochester, first lieutenant. 


Leonard Wood 


Moody, Ah-gwah-ching, first lieutenant. 
Earl V. Wetzel, 


Jr., Little Falls, first lieutenant. 
x * * 

Dr. Harold S. Diehl, dean of medical science at the 
University of Minnesota, has been named a member 
of the five-man board of the Procurement and As- 
signment Service for Physicians, Dentists and Veteri- 
narians, which was established in the Office cf Defense, 
Health and Welfare Service on executive orders. Dr. 
Diehl attended the organization meeting in Washing- 
ton, D. C., November 6. 

Among members of sub-committees, which will func- 
tion under this Service, are the following Universit 
of Minnesota faculty members: Dr. Gaylord W. 
Anderson, a member of the sub-committee on public 
health; Dr. Ruth E. Boynton, sub-committee of women 
physicians in the defense program. 

The functions of the new service include procure- 
ment of personnel for emergency needs, and the needs 
of medical service for civilian defense and other 
civilian needs. 

In addition to this post, Dr. Diehl is a member of 
the Committee on Preparedness of the Association of 
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Forgotten Charges...P? 


Do your bank deposits reflect ALL the work 
you do on EACH and EVERY case... or are 
there unseen leaks along the line? You can 
eliminate the hazards of hit-and-miss records 
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se REAL protection against forgot- 
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cise, complete—all in one neat 
volume. 
WRITE—for illustrated booklet ‘The 
Adventures of Dr. Young in the Field 
of Bookkeeping.” 
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126 University Ave., Champaign, Ill. 
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American Medical Colleges. He is also a member of 
the executive council of that organization. 
* * * 

Faced with a critical need for physicians to serve as 
Associate Medical Officers in the federal civil service 
in such agencies as the Veterans Administration, the 
United States Public Health Service, the Indian Service, 
and others, the civil service commission is announcing 
a new medical officer examination. 

The examination covers three grades: Associate 
Medical Officer, $3,200 a year; Medical Officer, $3,800 
a year, and Senior Medical Officer, $4,600 a year. Ap- 
plicants for the Medical Officer grade must have gradu- 
ated from a medical school (Class A) since May 1, 
1920, and for the Associate grade, since May 1, 1930. 
No specified time limit is set for graduation for the 
Senior grade. 

No written test is required. Applicants are rated 
upon their education and experience. Senior Medical 
Officers must have had professional experience in one 
of the following: Aviation medicine; cardiology; and 
public health (general). Qualifying optional branches 
for the Medical Officer and Associate Medical Officers 
include: Aviation medicine; cardiology; dermatology; 
eye, ear, nose, and throat (singly or combined) ; general 
practice; industrial medicine; internal medicine and 
diagnosis; medical pharmacology; neuropsychiatry; 
pathology, bacteriology, and roentgenology (single or 
combined) ; public health; surgery; tuberculosis; urol- 


CASE HISTORY No. 106 


CHEILITIS AND 
CONTACT DERMATITIS 


| Mrs. H. L.—Symptoms: Skin eruption around eye- 

lids and lips—two months’ duration. Patch tests 
with patient’s regular lipstick revealed sensitivity 

to its tetra brom fluorescein. Change to AR-EX 

} NON-PERMANENT LIPSTICK resulted in com- 

plete cure. 

} AR-EX Ethical Cosmetics are free from all known 


allergens and irritants. You can prescribe them with 
full assurance. 








Send for Formulary 
AR-EX COSMETICS, INC. 














6 N. MICHIGAN AVE. - CHICAGO, ILL. 


AR-EX COSMETICS, 


ogy; and cancer. The maximum age limit for all 
grades has been raised to fifty-three. 

Because of the demand, persons who can qualify 
for the Associate Medical Officer grade, are urged to 
apply. Applicants for this grade need not have had 
experience other than one year of internship, general 
rotating, or in an optional branch. For this grade, ap- 
plications will be accepted from persons who are now 
serving but who have not yet completed internship; 
but they must complete their internship before en- 
tering on duty. 

Announcements and application forms may be ob- 
tained at any first- or second-class post office, or from 
the Civil Service Commission, Washington, D. C. 

* * *x 








Dr. Louis Blanchard Wilson, director emeritus of 
the Mayo Foundation, was honored by the Mayo 
Foundation chapter of Sigma Xi, November 8, at a 
dinner in Rochester which 115 persons attended. Dr. 
Wilson was national president of the fraternity in 
1932 and president of the Mayo Foundation chapter in 
1924. 

Two speakers came from out-of-town to cite Dr. 
Wilson’s work. They were Dr. Albert J. Chesley of 
Saint Paul, secretary of the Minnesota State Public 
Health Department, who told of Dr. Wilson’s activities 
in public health work; Colonel George Callender of 
Washington, D. C., who told of his study on the 
effect of gunshot wounds. 
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Other of Dr. Wilson’s achievements were recounted 
by Dr. Edgar V. Allen, who extolled his work in the 
Sigma Xi organization; Dr. Donald C. Balfour, direc- 
tor of the Mayo Foundation, who related his attain- 
ments in medical education and research; Dr. William 
C. MacCarthy, whose subject was “Dr. Wilson in the 
Clinic Laboratories”; Dr. A. H. Sanford, who spoke 
of Dr. Wilson’s activities in arts and crafts; Dr. A. C. 


Broders, who cited his interest in hunting; and Dr. | 
L. W. Pollock, who pictured Dr. Wilson as a horticul- | 


turist. 
* * * 


A new teaching program for junior and_ senior 
classes in the University of Minnesota Medical School 
will be inaugurated next fall. 

The most revolutionary change made in the curric- 
ulum for years, the new plan abolishes the quarter 
system (90-day quarters), and instead divides the junior 
and senior years into five periods of 73 days each. 

Four divisions of the class will be in school for 
each fifth of the year, while the fifth division will be 
on vacation. 

Four clerkships are set up for the junior year, one 
for each division in attendance. These are primarily 
in-patient clerkships and will be in general medicine, 


surgery, pediatr’cs and neuropsychiatry. They will ex- | 


tend through 73 days, and divisions will rotate until 


each will have completed all four clerkships by the end | 


of the junior year. 


In the senior year, the students will spend a fifth 
on the Obstetrics-Gynecological clerkship, and the other 


three-fifths in a rotation through the various out-patient | 


clinics. 


The didactic work missed in the junior year by a | 
division on vacation will be made up by shifting the | 


vacation period in the senior year, so that it will be 
in a different fifth from that in the junior year, and 
having the seniors attend junior didactic classes during 
that corresponding period. Similarly, the junior divi- 


sions each will anticipate the senior vacation by attend- | 
ing the senior classes during the fifth corresponding | 


to that in which they will be out of school the fol- 
lowing year. 

The curriculum, in general, for the junior year will 
include: whole-class exercises in pediatrics, internal 
medicine, general surgery, neuropsychiatry, radiology, 


pharmacology and orthopedics; and in-patient clerk- | 


ships in general medicine, general surgery, pediatrics, 
neuropsychiatry. . 

The curriculum for the senior work will include: 
whole-class exercises in dermatology, obstetrics and 
gynecology, ophthalmology, otolaryngology, urology and 
orientation to practice. Clinical work will consist of 
in-patient and out-patient clerkship in obstetrics and 
gynecology, and out-patient work in all departments. 

All departmental theses will be discontinued, and 
instead seniors will be required to present before 
graduation one comprehensive thesis, on which they will 
work during their junior and senior years. 

This new teaching plan has been worked out by 
Dr. J. C. McKinley and Dr. Irvine McQuarrie, and 
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Cook County 
Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 
| Incorporated not for profit 
| ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks’ Intensive Course in Surgical 
Technique with practice on living tissue, starting 
every two weeks. General Courses One, Two, Three 
and Six Months; Clinical Courses; Special Courses. 
Rectal Surgery every week. 

| MEDICINE—Two Weeks’ Intensive Course in Internal 

| Medicine, and Two Weeks’ Course in Gastro-Enterol- 

| | ogy will be offered twice during the year 1942, dates 

| || to be announced. One Month Course in Electrocar- 
diography and Heart Disease every month, except 
December. 

FRACTURES & TRAUMATIC SURGERY—Two 
Weeks’ Intensive Course will be offered four times 
during the year 1942, dates to be announced. Infor- 
mal Course available every week. 

GYNECOLOGY—Two Weeks’ Intensive Course will 
be offered four times during the year 1942, dates to 
be announced. Clinical and Diagnostic Courses every 








week. 

OBSTETRICS—Two Weeks’ Intensive Course will be 
offered twice during the year 1942, dates to be an- 
nounced. Informal Course every week. 

OTOLARYNGOLOGY—Two Weeks’ Intensive Course 
will be offered twice during the year 1942, dates to 
be announced. Clinical and Special Courses starting 
every week. 


OPHTHALMOLOGY—Two Weeks’ Intensive Course 
will be offered twice during the year 1942, dates to 
be announced. Informal Course every week. 

ROENTGENOLOGY—Courses in X-ray Interpretation, 
Fluoroscopy, Deep X-ray Therapy every week. 

General, Intensive and Special Courses in All Branches 

of Medicine, Surgery and the Specialties. 
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A DOCTOR SAYS: 
“Believe me when I say this was a 
nice Christmas present and lifted quite 
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has been approved by the executive faculty. It is de- 
signed to accomplish several purposes, among them: 

Reduce whole-class exercises to a minimum, but still 
give them adequate time. 

Spread the whole-class exercises of the present junior 
year, over both junior and senior years. 

Spread clerkship rotations through both junior and 
senior years, instead of merely the senior year. 

Provide free time for electives, library work and the 
writing of the single, comprehensive thesis. 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 
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BOOKS RECEIVED FOR REVIEW 


THE EssENTIALS OF OCCUPATIONAL DISEASES. Jewett 
V. Reed, B.S., M.D., F.A.C.S., and A. K. Harcourt, 
B.S., M.D., Indianapolis, Ind. 225 pages. Price, $4.50, 
cloth. Springfield, Ill.: Charles C. Thomas, 1941. 


CANCER OF THE Face AND MoutH. Diagnosis, Treat- 
ment, Surgical Repair. Vilray P. Blair, M.D., Sher- 
wood Moore, M.D., ana Louis T. Byars, M.D. 599 
pages. Illus. Price, $10.00, cloth. St. Louis: C. V. 
Mosby Co., 1941. 7 


INFANT Nutrition. A Textbook of Infant Feeding for 
Students and Practitioners of Medicine. Third Edi- 
tion. Williams McKim Marriott, B.S., M.D. Late 
Professor of Pediatrics, Washington University 
School of Medicine; Physician-in-Chief, St. Louis 
Childrens Hospital. Revised by P. C. Jeans, A.B., 
M.D. Professor of Pediatrics, College of Medicine, 
State University of Iowa. 475 pages. Illus. Price, 
$5.50, cloth. St. Louis: C. V. Mosby Co., 1941. 


THE MOopERN TREATMENT OF SYPHILIS. Second Edition. 
Joseph Earle Moore, M.D. Associate Professor of 
Medicine, Johns Hopkins University, Physician-in- 
Charge Syphilis Division of Medical Clinic and 
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reputable physicians who may supervise the treat- 
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Visiting Physician, Johns Hopkins Hospital, Balti- 
more; Special Consultant U. S. Public Health Service. 
With collaboration of Jarold E. Kemp, M.D., Harry 
Eagle, M.D., Paul Padget, M.D., and Mary Stewart 
Goodwin, M.D., all of Johns Hopkins University. 674 
pages. Illus. Price, $7.00, cloth. Springfield, IIL: 
Charles C. Thomas, 1941. 


1941 YEAR Book or GENERAL MeEnpicINE. Edited by 
George F. Dick, M.D., et al. 848 pages. Illus. Price, 
$3.00, cloth. Chicago: Year Book Publishers, 1941. 


RHEUMATIC Fever IN New Haven. John R. Paul, M.D. 
Professor of Preventive Medicine, Yale University 
School of Medicine. 176 pages. Illus. Price, $1.00, 
paper cover. Lancaster, Pa.: Science Press Printing 
Co., 1941. 


DIsEASES OF WoMEN. Ninth Edition. Harry Sturgeon 
Crossen, M.D., F.A.C.S. Professor Emeritus of 
Clinical Gynecology, Washington University School 
of Medicine; Gynecologist to Barnes Hospital, St. 
Louis Maternity Hospital, St. Luke’s Hospital, etc.; 
and Robert James Crossen, A.B., M.D. Assistant 
Professor of Clinical Gynecology and Obstetrics, 
Washington University School of Medicine, etc., 948 
pages. Illus. Price, $12.50, cloth. St. Louis: C. V 
Mosby Co., 1941. 


FuNcTIONAL PatuHoLocy. Leopold Lichtwitz, M.D. 
Chief of the Medical Division of the Montefiore 
Hospital; Clinical Professor of Medicine, Columbia 
University, New York. 567 pages. Illus. Price, $8.75, 
cloth. New York: Grune & Stratton, Inc., 1941. 


Tue Docrors Mayo. Helen Clapesattle. 812 pages. 
Illus. Price, $3.75, cloth. Minneapolis: University of 
Minnesota Press, 1941. 


ENDOCRINE THERAPY IN GENERAL PRAC- 
TICE. 3rd edition. E. L. Sevringhaus, M.D., 
F.A.C.P., Professor of Medicine, University of Wis- 
consin. Chicago: Year Book Publishers, 1940. 

The author has succeeded in presenting briefly and 
clearly the various endocrine disorders. He stresses 
their practical treatment on an endocrine basis. The 
fact that the endocrine problems of childhood and 
puberty are discussed adds to the value of the text. 

The arrangement is systematic and the style makes 
the book easy to read. Numerous photographs of clin- 
ical cases serve to enhance its value. The treatment 
of glandular disturbances is simplified for the general 
practitioner by giving the names of the numerous com- 
mercial preparations. 


RusseE_t J. Moe, M.D. 
* * * 


SULFANILAMIDE AND RELATED COMPOUNDS 
IN GENERAL PRACTICE. Wesley W. Spink, 
M.D., Associate Professor of Medicine, University 
of Minnesota. Chicago: The Year Book Publisher, 
1941. 256 pages. Ilius. $3.00 
The author, who is associate professor of medicine 


at the University of Minnesota, has written a volume 
in the series of General Practice Manuals put out by 
the Year Book Publishers. 

The book is written in a concise manner and there 
is a very complete bibliography. The chapter on Gen- 
eral Principles of Therapy takes up the chemistry of 
the sulfonamides and contains directions for the de- 
termination of concentration of the compounds in the 
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.. . An integral part of the Miller Vocational High School 
offers two special features—Patients receive a maximum 
of personal attention from student practical nurses—All 
food is prepared under the direction of a qualified 
dietitian. Patients remain under the care of their own 
physicians. 


Director of Nurses—M. H. WOLTMAN. R.N., B.S. 
Superintendent & Dietitian — H. B. BROWN, B.S. 


Physicians may secure services of Vocational nurses by call- 
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body fluids and a table setting forth the conditions 
for which the different drugs are preferred; there is 
also a table of the diseases in which the sulfonamides 
are of no value. 

A short devoted to neoprontosil after 
which a very complete description of sulfanilamide is 
given with exact directions for dosage and methods 
of administration. Then sulfapyridine and sulfathiazole 
are considered. The treatment of certain diseases is 
taken up in detail and the use of the drug in derma- 
tology and dentistry and locally in surgical conditions is 
described. One chapter is devoted to the toxic mani- 
festations of these drugs. 


chapter is 


The volume closes with a 
short but fairly complete chapter on the newer drugs, 
sulfaguanidine and sulfadiazine. 

This is a practical and complete manual which is 
very timely and should prove valuable to the profes- 
sion as a whole. 

James R. MANLEy, M.D. 


SHOCK TREATMENT IN PSYCHIATRY: A Man- 
ual. Lucie Jessner, M.D., Ph.D., and V. Gerard Ryan, 
M.D. 149 pages. Price $3.50. New York: Grune & 
Stratton, 1941. 

Shock therapy has opened a new era in psychiatry. 
Many questions still remain unanswered, and many 
changes will continue to be made, but shock treatment 
in some form or other is here to stay. 

This book is a clear, concise and up-to-the minute 
manual on insulin, metrazol and electrical shock treat- 
ments. It also describes some of the more recent modi- 
fications of the pharmacological and electrical shock ther- 
apies. The section on each of these methods includes a 
short historical background, a detailed description of the 
techniques, a discussion of the changes which take 
place, and an impartial discussion of the merits of each. 
Comparatively less space has been given to the electrical 
shock methods since they were most recently developed 
and, therefore, they have been used less extensively and 
their comparative value has not yet been accurately eval- 
uated. The authors of this book give a good descrip- 
tion of the electrical-convulsive and the faradic shock 
therapies and they believe that these methods offer 
promise in the therapy of mental disorders. 

This book should be of great value for the specialist who 
has not been able to follow the extensive current litera- 
ture on this subject and for the practitioners who wish 
to acquaint themselves with those new therapeutic pro- 
cedures which are now being employed by most psy- 
chiatrists. N. J. Berxwitz, M.D. 
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POSITION WANTED-—In hospital, clinic or doctor's 
office as laboratory technician and office assistant. 
Experience in large city hospital. Available at once. 
Address C-106, care MINNESOTA MEDICINE. 

ee 9 


PHYSICIAN WANTED-—In southeastern Minnesota 
town. Will sell practice, rent, or pay salary. Affiliating 
with clinic in another locality. Address C-107, care 
MINNESOTA MEDICINE. 


a 


FOR SALE—Unopposed practice, town of 1,200 on 
Lake Superior. Ground floor office of five rooms, 
completely equipped, including 30 ma. mobile x-ray, 
G. E. Inductotherm with surgical attachments. Turn 
over contracts paying $100 monthly for few hours’ 
work. Bargain at $1,500—terms. Excellent fishing and 
hunting of all kinds. Write M. J. Robertson, M.D., 
Bayfield, Wisconsin. 


* * * 


FOR RENT—Office for physician, established 18 
years, South Minneapolis. Share reception room with 
dentist (occupant 12 years). Corner location op- 
posite drug store. Reasonable. Address C-99, care 
MINNESOTA MEDICINE. 


*x* * * 


FOR SALE—Recording sphygmomanometer in excel- 
lent condition. Manufactured by Taylor Instrument 
Company. Price, including 500 charts, $150.00. Tele- 
phone PLeasant 2453, Minneapolis. 

*x x * 

POSITION WANTED—Medical secretary. 
Orthopedic experience. Hamline University, B.S. 
degree. Swedish Lutheran. Excellent references. 
Address C-108, care MinNEsoTA MEDICINE. 

x * * 


Age 25. 


FOR SALE—X-ray, shock-proof, heavy duty portable, 
with mobile floor stand and attached 12x16 fluoro- 
scope. Like new. Cost $985.00; will take $595.00. 
Address C-109, care MINNESOTA MEDICINE. 

* * * 


FOR SALE—Lucrative practice in South Central Min- 
nesota county seat. Town of 2,500. Have well equipped 
small hospital and offices. Good reason for sell- 
ing. Address C-110, care Mrnnesotra MEDICINE. 





CLINICAL PHOTOGRAPHY, Lantern Slides 
and Photomicrography. Photographs and X- 
rays reduced or enlarged for manuscripts. 
ScrENTIFIC PHOTOGRAPHIC LABORATORY, 
Hamm Bldg., Saint Paul, Minnesota. Tele- 
phone CEdar 7125. 

















Prescribe or Dispense Zemmer 
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Capsules, Ointments, etc. Guaranteed reliable 
potency. Our products are laboratory controlled. 
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You Will Want to Know About 
the Kenny Method* 


for the 


Treatment of Infantile Paralysis 


in the Acute Stage 


by Sister Elizabeth Kenny of Australia 


*See June 7th Issue—Journal American Medical Association 


The success of Sister Kenny’s method of treating infantile paralysis 
has attracted the attention of medical men throughout the world. Her 
work in the past two years, at the University of Minnesota and the 
General Hospital in Minneapolis, has demonstrated to the satisfaction of 


many prominent physicians that her treatment definitely produces 
remarkable results. 


Her revolutionary methods, first evolved in the Australian frontier 
and later demonstrated in Melbourne, challenged the attention of leading 
international poliomyelitis authorities who encouraged her to come to 
the United States to continue her work. 


This book, containing her lectures, is the only text book on the subject 
of her methods. It reveals, for the first time, the history of the develop- 
ment of her treatment and its complete explanation written by Sister 
Kenny, the originator of this method. Completely illustrated and with 
full detail, it brings to the medical profession a highly informative and 
educational study. 








Price $3.50 postpaid. You may order by check 
or C. O. D., either from the publisher or from 
your book dealer. 


BRUCE PUBLISHING COMPANY 


2642 University Avenue National Building 
Saint Paul, Minnesota Minneapolis, Minnesota 
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From the Chinese herb z (ma huang) 
is obtained l-ephedrine, the form of 
the alkaloid commonly used to relieve 
nasal congestion. 


Racéphedrine is a synthetic form of 
ephedrine but differs in that it is a 
racemic combination of equal parts of 
l-ephedrine and d-ephedrine. 


Applied topically to the nasal mucous 
membranes, it produces prompt and 
prolonged vasoconstriction and de- 
congestion. 


It is comparatively free from unde- 
sirable side actions, and its vehicle is 
soothing and nonirritating. This is of 
particular value in pediatrics. 


ohn 


pj KALAMAZOO, MICHIGAN 
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HAVE YOU 


THESE FACTS ON 





Recent U. S. government reports indicate a considerable increase 
in cigarette smoking. As physicians realize, this is a natural devel- 


opment during times of public tension. 


This situation, and the advent of recent and very significant research, 
have greatly increased the interest of the profession in the subject of 


cigarette smoking. 


Naturally, situations arise in which a physician may find it desirable 
to modify his patients’ smoking hygiene. But in any case, the physi- 
cian is concerned about the smoke itself, the principal carrier of 


physiologically reactive substances. 


Scientific authorities in general agree that the constituent of cigarette 

smoke with the greatest physiologic significance is nicotine. Any re- 
6 

duction of this substance in a patient’s smoking is considered desirable 


by most physicians. 


When the modification of a patient’s smoking is indicated, here are 


facts which should be of interest to you: 


The makers of Camel cigarettes arranged for independent tests on 


5 of the largest-selling brands of cigarettes. The rate of burning 
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CONSIDERED 


CIGARETTE SMOKINGP 





and the nicotine content of the smoke of Camels were compared to 


the averages of the other brands tested. 


The results paralleled the findings of prominent medical—scientific 


authorities.* Here is the most important conclusion: 


THE SLOWER-BURNING CIGARETTE 
PRODUCES LESS NICOTINE IN THE SMOKE 











This research also suggests that by advising patients to smoke slower- 
burning Camels, it is possible to reduce the nicotine content of 
cigarette smoke without sacrifice of smoking pleasure. Thus, the 


patient’s cooperation is assured. 


A RECENT ARTICLE by a well-known physician in a leading national 
medical journal** presents new and important information on this subject, 
together with other data on the significance of the burning rate of cigarettes. 
There is a comprehensive bibliography. Let us send you this impressive 
article for your own inspection. Write to Camel Cigarettes, Medical Rela- 
tions Division, 1 Pershing Square, New York City. 


*J.A.M.A., Vol. 93, No. 15, p. 1110, Oct. 12, 1929 
Bruckner, Die Biochemie des Tabaks, 1936 
**The Military Surgeon, Vol. 89, No.1, p. 7, July, 1941 
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INCREASE YOUR EARNINGS 
aE 3% 








PAID 
FEDERAL SAVINGS All Accounts Insured to $5,000 
AND LoAN ASSOCIATION ; ; 
OF ST. PAUL Chartered and Supervised by the United States 
vernment 
350 CEDAR STREET RESOURCES OVER $2,800,000 Gerhard J. Bundlie 

















POKEGAMA SANATORIUM 


operated by 
H. LONGSTREET TAYLOR FOUNDATION 


Reception 
Hospital 





Thoroughly Equipped for the 
Medical and Surgical Treatment of 


TUBERCULOSIS 


Artificial pneumothorax, oleothorax, phrenicectomy, thoracoplasty, pneumolysis, bronchos- 
copy. alpine lamp and heliotherapy. Operating, throat, dental and lamp rooms. Complete 
clinical and X-ray Laboratories. 











Electric Blankets in All Beds 





A reduction has been made in rates. 





Railroad, Bus, Telegraph and Telephone Stations: Pine City, Minn. Descriptive circular 
sent on request. 


F. F. CALLAHAN, M.D., Medical Director 
POKEGAMA, PINE COUNTY. MINN. 


CHILDREN ADMITTED 
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yw ——_ por Mlergy 


Frankly, Doctor, we Distributors of Preparations by Luzier don’t profess a knowledge of 
allergy. That is your field. We know, of course, that substances which have been found 
to be irritant to a number of persons under normal conditions of use should be avoided. 
We believe that the average cosmetic manufacturer today is sufficiently concerned with 
the welfare of the consuming public and the “popularity” of his products to avoid the 
use of so-called common-offending ingredients. We believe that the cosmetic require- 
ments of the allergic individual should be judged by you in the light of the formulas and 
general characteristics of the products she contemplates using. 








clue’ Fm Counties and Parfumes te Distributed 
Se Wnnesota By: 


Jean Schulte, Divisional Distributor 
State Office, 5038 Colfax Ave. South, Minneapolis, Minn. 


District Distributors 


Louise Roberts Zumbro Beauty Shop Mitzie Royal 
304 Medical Arts Bldg. Rochester, Minn. Capitol Apts. 
Minneapolis, Minn. St. Paul, Minn. 
Emma von Domarus Kay McCarthy Mae Nagle 
610 3rd St. S.E. Fairmont, Minn. Ormonde Hotel 
Little Falls, Minn. Virginia, Minn. 


Mina Lewison 
203 E. Rice St. 
Owatonna, Minn. 


Assistant District Distributor 


Eva von Domarus 
610 3rd St. S.E. 
Little Falls, Minn. 
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and other known factors of the 


VITAMIN B COMPLEX 


including nicotinic acid 





MEAD’S BREWERS YEAST TABLETS °¢ Each Mead’s Brewers Yeast Tablet 
contains 20 International units of vitamin B, (thiamin—the antineuritic 
factor) and 20 Sherman units of vitamin G (riboflavin). Clinical tests have 
shown the product to be rich also in nicotinic acid, for the prevention and 
treatment of pellagra. Supplied in 6-grain tablets in bottles of 250 and 1,000. 


MEAD’S BREWERS YEAST POWDER «© Each gram (14 teaspoon) supplies 50 
International units of vitamin B, and 50 Sherman units of vitamin G (the 
same potency as Mead’s Brewers Yeast Tablets), as well as nicotinic acid. 
Mixes readily with various vehicles the physician may specify in infant 
feeding. Supplied in 6-oz. bottles. 


Mead’s Brewers Yeast is nonviable and is vacuum-packed to prevent oxidation. 
Packed in brown bottles and sealed cartons for greater protection. 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S. A. 
1026 
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OPPORTUNITY FOR 


A CANNY INVESTMENT! 





YE, and if you're canny and thrifty and 
value-wise, you'll be pleased to know 
that—dollar for dollar—you won't find a 
better x-ray value than the latest G-E radio- 
graphic and fluoroscopic x-ray unit: Model 
R-38! 


Because the R-38 will produce the finest 
radiographic results possible with apparatus 
of this calibre, you will diagnose easily and 
quickly. And because straight-line transformer 
calibration and precision-type control let you 
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standardize technic and duplicate results, you 
will save time and trouble. 


Sturdily constructed and scientifically designed, 
this unique combination unit will give you 
long life and economical operation. It will 
make you proud to be an R-38 owner, it’s so 
dignified and impressive in appearance. Its 
moderate price, moreover, will enable you to 
save without sacrificing fine-quality results. 


Hoot mon, it’s the x-ray value of a lifetime, so 
dinna’ delay in sending in the coupon! 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S$. A. 


Please send complete information about 
the new G-E Model R-38 Combination 
X-Ray Unit. 


a 


Address___ 
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KOROMEX DIAPHRAGM 





y. KOROMEX 
yy TRIP-RELEASE INTRODUCER 
TIP TURNS 
ON SWIVEL 


Holla -Rantos 


any, Jn 


551 Fifth Avenue New York, N.Y. 
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ckhle Has Lost lis Edge 


SCIENCE 1S CO 


Mapharsen offers a record for effectiveness and 
safety as an antiluetic which has not been surpassed 
by any other arsenical since the days of Ehrlich. The 
proof lies in the more than ten million intravenous 
injections administered over a seven year period. 


Directly spirocheticidal without chemical change 
within the body, Mapharsen exhibits relatively con- 
stant parasiticidal value. It makes possible intensive 
action against the spirochete with comparatively 
small doses of arsenic. Untoward reactions are 
fewer and less severe than those attending use of 
arsphenamine and neoarsphenamine. 

Convenience and ease mark the preparation of 
Mapharsen solutions. Mapharsen dissolves readily 
in distilled water to form a neutral solution isctonic 
with the blood—no neutralization required. 

Mapharsen (meta-amino-para-hydroxy-phenylar- 
sine oxide hydrochloride) contains 29 per cent arsenic 
in trivalent form. It does not become more toxic in 
the ampoule, in the solution, in the body, or when 
exposed to air. 


Supplied in 0.04 Gm. and 0.06 Gm. single-dose ampoules, 
and in 0.4 Gm. and 0.6 Gm. moltiple-dose (10 dose) ampoules. 

















Smokers 
Can't Help 
Inhaling_but 


they can belp their throats! 


Au those who smoke inhale — at least sometimes. And 
when they inhale, the danger of irritation increases. Therefore, 
the importance of this Philip Morris advantage: 





The irritant quality in the smoke of four other 
leading brands was shown in recognized labora- 
tory tests* to average more than three times that 
of the strikingly contrasted Philip Morris. 

















Further—the irritant effect of such cigarettes was 
observed to last more than 5 times as long! 


A change to Philip Morris cigarettes will minimize irritation 
due to smoking. 


PHILIP MORRIS 


Puitie Morris & Co., Ltb., INC. 119 FirrH AvE., NEw YORK 


co ¥ 






*Facts from: Proc. Soc. Exp. Biol. & Med., 1934, 32, 241-245; N. Y. State Jrl. of 
Med. Vol. 35, No. 11,590; Arch. of Otolaryngology, Mar. 1936, Vol. 23, No. 3,306. 
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a. Of course, we eat canned vegetables. But just what is 
their value in a diet? 











A. The nutritional value of fresh vegetables varies some- 
what with the type of vegetable. The green, leafy, and 
; yellow vegetables are among the best sources of pro- 
vitamin A. In general, in the amounts usually consumed, 
vegetables are valuable sources of vitamin C and mem- 
bers of the vitamin B complex. In addition, vegetables 
contribute to the body’s needs for iron and other minerals. 
Canning retains to a good degree the dietary value of 
vegetables and makes a wide variety of vegetables avail- 
able all the year round. (1) 
American Can Company, 230 Park Avenue, New York, N. Y. 
(1) 
1936. Mass. Agr. Expt. Sta. Bull. No. 338. 


1937. Chemistry of Food and Nutrition, Fifth Edition, H. C. 
Sherman, MacMillan, N. Y. 


1938. Nutrition Abstracts and Reviews 8, 281. 


1939. Food and Life Yearbook of Agriculture, U. S. Dept. Agr., 
U. S. Government Printing Office, Washington, D. C. 










c > 

AMERICAN 

MEDICAL 
aSSé 


The Seal of Accept denotes that the nutri- 

tional statements in this advertisement are accept- 

able to the Council on Foods and Nutrition of the . 
American Medical Association. 
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Cocomait 


Enriched Food Drink 











there’s a 
certain attraction 


Minerals and vitamins seem to have an attraction for each 
other too. Vitamin D requirements are dependent upon 
the presence of calcium and phosphorus.’ Vitamin D is 
also more effective, especially in tooth development, when 
vitamin A and these minerals are present.* Vitamin B, 
acts directly on mineral and total metabolism,* and vita- 
min A and iron are related in effects on the hematopoietic 
system.* 


COCOMALT contains significant amounts of vitamin A, B, 
and D, together with the important minerals calcium, 
phosphorus and iron. Controlled studies have shown that 
COCOMALT increases hemoglobin and tends to improve 
the general health picture. Many physicians recommend 
COCOMALT for both young and old because when mixed 
with milk it combines these body essentials in a tasty, 
delightful drink. 


R. B. DAVIS COMPANY 
HOBOKEN NEW JERSEY 


1 Elvehjem, C. A. — Nutritional Requirements of Man—Ind. & Eng. Chem., 
June 1941. 


2 McCollum, E. V. — The Newer Knowledge of Nutrition — 5th Ed., 1939, p. 392. 
3 Mclester, J. S. — Nutrition and Diet in Health & Disease — 3rd Ed., 1939, p. 91. 
4 McCollum, E. V. — The Newer Knowledge of Nutrition — 5th Ed., 1939, p. 320. 
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ATHIAZ 


Subjected ta Rigid System of Controls 


PNEUMOCOCCUS INFECTIONS . . . Thousands of 
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4 cases of pneumococcus pneumonia have responded 

s ; with dramatic promptness to Sulfathiazole. 
STAPHYLOCOCCUS INFECTIONS . . . With Sul. J 
‘ fathiazole the mortality rate of staphylococcus sep- § 3 
4 ticemia has been strikingly reduced. a 
“3 GONOCOCCUS INFECTIONS ... Eorly cessation 
4 of discharge and a high percentage of cures have 

"4 _—=sCobeen reported. 












Write for literature which discusses the indications, dosage and 
possible side effects of Sulfathiazole. 


peter aes 


HOW SUPPLIED: Sulfathiazole-Winthrop is supplied in tab- 
lets of 0.5 Gm. (7.72 grains); also (primarily for children) in 
tablets of 0.25 Gm. (3.86 grains). 

For preparing test solutions, powder in bottles of 5 Gm. 


WINTHROP 
CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 


Ped of oh rs 
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PRINCIPAL OFFICES AND LABOLATORIES, 


The ethical relation- 


ship which exists among 
physicians has its counter- 
part in the Lilly policy of 
close co-operation with the 
doctor. Distribution of 
information concerning 
Lilly Products ts restricted 
to the medical and allied 


professions. 





LIVER EXTRACTS 


Crude or Purified 
For Intramuscular Injection 


So.uTIon Liver Extract CRuDE, 
LILLY 
2 injectable U.S.P. units per cc. 
1 injectable U.S.P. unit per cc. 


SoLuTion Liver Extract PurIFIED, 
LILLY 

15 injectable U.S.P. units per cc. 

10 injectable U.S.P. units per cc. 

5 injectable U.S.P. units per cc. 


Ext LILLy AND COMPANY 


INDIANAPOLIS, INDIANA, U.S.A. 
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Lon the Stay-al-Home 


* 
Available at all 
Pharmacies 


in 5 Types 


..Petrogalar 


Shut in—No exercise—Appetite off—Sluggish bowel, all 
suggest the use of Petrogalar to assist Bowel Habit Time. 


Petrogalar Plain adds unabsorbable fluid to the bowel 
content to encourage regular, comfortable elimination by 


purely mechanical means, free of habit-forming tendencies. 





Children and adults alike enjoy the delightful flavor of 
Petrogalar. It is easy to take, either from a spoon or in 
water, as desired. 


» 8134 


*Trade Mari:. Petrogalar is an aqueous suspension of pure mineral 





oil each 100 cc. of which contains pure mineral oil suspended in o’ 
Inc. 


aqueous jelly containing agar and acacia. 





McCormick Boulevard 





Chic-Z9, Illinois 






























; [he MOUNDS PARK SANITARIUM 


SAINT PAUL, MINNESOTA 


THE ESSENTIALS for Treatment of Nervous and Mental Diseases 
1 Specialists in diagnosis and care. 4 Especially trained graduate nursing staff 
2 Hospital care, partial or complete isola- 5 Hydrotherapy and occupational therapy 
tion from former environment. 6 An atmosphere of cheerfulness. 
3 A staff of consulting physicians and Upon request, the Sanitarium will be pleased to send the 
surgeons. details of its service and rates. 
Approved by the American College of Surgeons 


MILWAUKEE SANITARIUM, Wouwntenn, Wis. 
7 For NERVOUS DISORDERS =“ 83217 Meguyge tee 


Maintaining the highest standards Rock Sleyster, M.D. 
for more than a half century, the isige en “ ™ 
Milwaukee Sanitarium stands for William T. Kradwell, B.. 
. . Merle Q. Howard, M.D. 
all that is best in the care and “arroll W. Osgood, M.D 
treatment of nervous disorders owiehe ee ae 
> ee 5 Benjamin A. Ruskin, M.D. 
Photographs and particulars sent Arthur J. Patek, M.D. 
on request. 




















COLONIAL HALL— 
One of the 14 Units in “Cottage Plan.” 
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